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Good enough, you sa 


25 years of 
service in the 
interest of 
clean floors 


The old rig might do to get around in 
But you use street car, bus or auto- 
mobile because it saves you time. It’s 
more comfortable, more convenient. 
It is modern, as befits an up-to-date 
physician or hospital executive. 


A hand-and-knee scrubber might get 
a floor passably clean given 
enough time in which to do it, and 
enough elbow grease. But up-to-date 
hospitals should use a motor-driven 
scrubber polisher . because it is 
faster, less laborious, cleaner. It 1s 
more suited to the standards of mod- 
ern hygiene. The wise superintendent 
will select the Finnell for its greater 
adaptability, durability and efficiency. 
There are nine /innell models, per 
mitting the selection of a just- 


right system for any sized institution. 


Perhaps you hesitate, comparing the 
price of a Finnell with what seems 
to be the cheapness of the old way. 
Actually the Finnell pays for itself in 
time and labor saved. 


Finnell-K ote is an illustration of this. 
This remarkable new process polishes 
in one operation, actually cutting in 
two the time required formerly to ap- 
ply the wax and then polish the floor. 


Investigate now. A Finnell represent- 
ative will be glad to call on request, 
make a survey of floor area, con- 
ditions and recommend the right 
Finnell system for your considera 
tion. Address FINNELL SYSTEM, 
INC., 1410 Kast Street, Elkhart, Ind. 


Finnel-Kote is a highly condensed form of wax—requiring hot application. By 
means of a special dispenser unit, which can be attached to any of the Finnell 
models, Finnell-Kote is melted and applied to the floor, distributed immediately 


by the brushes... 


and an instant later can be brought to a beautiful polish by 


running the brushes again over the area. Saves half the cost of wax and takes 


but a fraction of the time. 
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been able to make progress in many direc- 

tions notwithstanding the conditions. 
Probably the outstanding achievement has been 
the inspection by experts of every hospital in the 
United States that desired it, with a view to re- 
ducing the hazards both to life and property by 
fire. The National Board of Fire Underwriters has 
assured us that it regards it as a great privilege to 
be able to render this service. This inspection 
service which has been done by the thirty-six asso- 
ciated inspection bureaus has been extended to 
about 3,500 hospitals and has cost the National 
3oard of Fire Underwriters $300,000. An appre- 
ciable reduction in fire insurance rates has been 
effected in every instance where their recom- 
mendations have been put into effect. 

If all of the recommendations of the former 
presidents of this association had been put into 
effect there would remain nothing to be done, but 
since they have not I should like to call your atten- 
tion to certain needed changes. 

The hospital of the future must reckon on the 
care of an entirely different type of patient and 
work. The present development of hospitals repre- 
sents a long period of evolution. Hospitals for the 
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first fifty or seventy-five years of their existence in 
this country were institutions of last resort, and 
none but the indigent thought of seeking their 
services. Take, for example, fifty years ago. At 
that time there were only 157 hospitals in America 
with a bed capacity of 35,453. To-day we have 
more than 7,000 hospitals with a bed capacity of 
more than a million. Gradually the advantages 
both to the patient, the doctor and the community 
became generally recognized; hence, step by step 
we have come all the way from these institutions 
which we do not care to contemplate to veritable 
palaces equipped with all the luxuries and con- 
veniences that are to be found in the homes of the 
well-to-do. The type of patient cared for and the 
character of the work done by hospitals have un- 
dergone as great a change during this period as 
have the construction and accommodations for 
their care. Many of us can remember when our 
medical wards were filled with typhoid and ma- 
laria ; when smallpox was by no means a rara avis; 
when every city had its own contagious hospital. 

How changed these conditions are! We have 
barely enough typhoid now to demonstrate to our 
interns and nurses what the disease is like. Small- 
pox, as a scourge, is unknown. Diphtheria is fast 
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disappearing. Only a little while ago we read that 
the diphtheria hospital in Philadelphia had been 
closed since there was no further need for it as 
such. To have arrived at these conditions, how- 
ever, has not been a simple process. It has meant 
the spending of endless time and large sums of 
money in the innumerable projects that are pre- 
sented year after year, many of which have gone 
into the discard. It has been only by this long 
process of elimination that the hospitals and the 
medical profession have been able to crystallize 
the many useful and efficient methods that are 
available for our patients to-day. So far this is the 
only known method of progress. One has only to 
look back upon the years spent in patient research 
by every scientist worthy of the name to realize 
that worth while developments and discoveries are 
not haphazard, but are the fruits of long years of 
untiring effort, often under adverse conditions. 

These miraculous changes, which mean the sav- 
ing of countless lives each year, have crept upon 
us almost unperceived. That other and greater 
changes are due to come is a foregone conclusion. 
What is the answer? Preventive medicine. Year 
after year the medical profession has made its 
contribution to improve the conditions that influ- 
ence the welfare of our people. Our public health 
program is worldwide, penetrating each year fur- 
ther into the rural districts and seeking out the 
persons it may help and the conditions it may re- 
lieve. This brings us to the part that hospitals 
have played and must continue to play in the elimi- 
nation of these conditions that are such serious 
factors in our national life. It is safe to say that 
only a fractional part of this great work could 
have been accomplished without the aid of our 
general hospitals. 


The Trend Toward Medical Centers 


There is no more shining example in all of these 
accomplishments than is to be found in Toronto. 
Not that we think for a moment that all of our 
hospitals and medical schools have Bantings within 
their walls. We have not; but each new discovery 
brings us that much nearer a solution for all of 
these problems, for it gives us another method of 
approach, and there are too many unsolved prob- 
lems for us not to place within the reach of our 
staffs whatever means and facilities we can afford. 
Year after year we see these conveniences for our 
staffs improved, and one of the greatest powers 
behind this movement is the American College of 
Surgeons. The world will probably never have a 
due appreciation of what Dr. Malcolm T. Mac- 
Eachern has done along these lines. The trend of 
future development will continue along the lines 
of medical centers. Good roads and automobiles 
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will continue to render untenable much of the de- 
velopment in the rural districts that would other- 
wise be necessary. 

The policy of hospitals that are providing suit- 
able buildings for the offices of their staffs in con- 
nection with the hospitals will commend itself to 
many institutions in need of this additional in- 
come. This line of development, upon which we 
cannot elaborate at this time, possesses many ad- 
vantages to all concerned. 

The future usefulness of the association could be 
greatly enhanced if it had certain fixed income 
upon which it could depend from year to year. The 
income from present sources is barely sufficient to 
meet the running expenses of the association. 


What an Endowment Would Mean 


The present condition does not permit any ex- 
pansion in the many useful directions to which it 
is obvious that the association should lend itself. 
This probably is not the time to expect private 
philanthropy to interest itself in this far-reaching 
project. The great amount of good the association 
could accomplish with a fixed endowment by aiding 
all the hospitals throughout the country, and thus 
indirectly all the patients who enter our institu- 
tions, creates a possibility for rendering service to 
more persons than any one opportunity ever of- 
fered before. The securing of such an endowment 
will depend largely upon what the association pro- 
poses to do. If we can develop and offer to the peo- 
ple of America a program that can demonstrate its 
usefulness, and at the same time give the neces- 
sary assurances that whatever funds may be cre- 
ated for this purpose will be properly administered, 
private philanthropy can undoubtedly be inter- 
ested in our behalf. Persons of large means are 
continually seeking an outlet for their savings 
where they can accomplish the greatest amount of 
good. Financing a constructive program for a 
broad expansion of the future usefulness of this 
association is certainly one of the world’s greatest 
opportunities. At least 25 per cent of the 12,000,- 
000 patients who enter our hospitals each year are 
without funds. To be able to render a definite serv- 
ice to these 3,000,000 unfortunates can be done in 
no other way and through no other agency that we 
know of except the American Hospital Association. 

Relative to additional hospital accommodations, 
it is regrettable that the occupancy of our hospital 
beds has continued to decrease. A survey has 
shown that 35 per cent of all the beds in the hos- 
pitals of this country were unoccupied last year. 
This clearly defines the necessity for thorough sur- 
veys of community needs before spending more of 
the people’s money for new construction either for 
civil or military purposes. There exists a commit- 
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tee of this association which stands ready to co- 
operate with the national government on the prob- 
lem of additional hospital accominodations for 
World War veterans. Apparently neither the bu- 
reau nor the politicians who have the final decision 
in matters of this kind have the courage to oppose 
any measure once recommended for the veterans’ 
benefit. Since this is the case, it is the duty of every 
member of this association to stimulate within the 
veterans themselves a protest against this duplica- 
tion and overlapping of services that are now 
available in our general hospitals. 

The much discussed question of puerperal mor- 
tality in American hospitals is one that should 
claim the attention of every institution caring for 
these cases. Either we are doing a poor piece of 
work in our care of this type of case or all the 
countries of Europe are accumulating a great mass 
of unreliable statistics. It is highly probable also 
that these statistics in our own hospitals are much 
to blame for the glaring discrepancies between the 
mortality in European and American institutions. 


Adding Dignity to the Presidency 


Following the precedent of similar organiza- 
tions, in 1919 the association adopted the plan of 
electing the president one year prior to the time he 
assumes the duties of his office, this in order that 
he may familiarize himself with the organization 
and workings of the association. However, no 
change was made in the time for the president’s 
address, it coming at the opening of the convention 
when he retires. It seems to me advisable for the 
president-elect to deliver his address at the time he 
takes office in order that he may outline his poli- 
cies and seek the cooperation of the members in 
the carrying out of the plans he may have formu- 
lated during the previous year. This will bring 
him before the convention in an official capacity, 
give him a more definite contact with the members 
upon whom he must rely for the execution of his 
policies and lend added dignity to his position. 

A directory of the hospitals in the United States 
and Canada has been issued from time to time by 
some of our kindred organizations, but so far this 
association has never attempted such a contribu- 
tion to its membership. A complete and authentic 
description of every hospital in America with its 
governing body should not only be available for 
the use of the executive offices of the association 
but should be a part of the association’s annual 
contribution to the hospital field. 

Tied up inseparably with the work and develop- 
ment of hospitals is the nursing profession. Both 
have come down through the years, each dependent 
upon the other. There exists in the minds of some 
people an idea that the nursing profession can be 
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divorced from the hospitals. There is a wide dif- 
ference between the training and the education of 
a nurse from a pedagogical point of view. Those 
of us upon whom the final responsibility rests for 
the nursing of the patients and the support of the 
schools find ourselves wondering what the nurse of 
the future will be like and just where in the scheme 
of things her place will be. Each year sees its 
additions to the curricula of our schools until 
they are bulging with desirable courses for a gen- 
eral education but squeezing out year after year 
the essentials upon which the profession was 
founded. 

There has grown up among us a feeling that 
unless hospitals train their nurses out of the me- 
nial sphere of caring for the sick that they are not 
doing their duty. I am old-fashioned enough to 
believe that persons can be educated beyond their 
sphere of usefulness. Not a few of our institutions 
of higher learning think that unless a nurse has 
her Ph.D. degree she is no longer worthy of her 
place in the profession. I want to tell you that if 
we all follow the lines laid down for our training 
schools by these institutions for the next twenty- 
five years, all nurses will be Ph.D.’s. and not one 
will be blessed with a sufficient amount of humility 
to do the actual nursing that is necessary. 

These conditions may rightfully apply to the 
old-established schools and hospitals in our urban 
centers, but we must remember that 75 per cent of 
our hospitals have less than a hundred beds each, 
and are in the rural districts where the suffering 
is more acute, the need for nurses as great and the 
funds and conditions for training them much less 
propitious than many of us imagine. 

To those who are familiar with the conditions in 
the rural districts and the small hospitals no warn- 
ing is necessary, but with the others let me leave 
one thought, and that is a plea for the training of 
nurses who enter the profession for the love of the 
work and the good they may do; nurses who are 
willing to give of themselves to make the long, 
weary hours of illness less irksome; nurses, the 
sight of whom is an inspiration and a joy to all 
that may be unfortunate enough to need their serv- 
ices. 


State Medicine a Controversial Question 


In looking ahead one cannot avoid the consid- 
eration of some type of state medicine. There are 
so many sides to a question which involves the wel- 
fare of all the common people that I shall not go 
at great length into the advantages it may offer 
or the disadvantages it may possess. The idea is 
by no means new or novel. Dr. Winford H. Smith, 
director, Johns Hopkins Hospital, Baltimore, in 
his presidential address fifteen years ago, said: 














“Health insurance is doubtless in the minds of 
most of us a thing to be desired. In any event it 
will surely be with us before many years.” During 
and immediately following the World War there 
was considerable agitation over the question. With 
the coming of the following years of prosperity it 
made little progress, but it is again to the fore and 
has undoubtedly come to stay. It is of sufficient 
moment to be given a prominent place on our pro- 
gram. Dr. Harvey Agnew, director of hospital 
activities, Canadian Medical Association, with 
other authorities will devote one entire period to a 
general discussion of the subject. Any develop- 
ment that comes along these lines must come 
through and under the direction of the medical 
profession. Any system that comes as a result of 
the efforts of political groups and members of the 
profession that have not succeeded under our pres- 
ent régime will not succeed. Contrary to the gen- 
erally accepted idea that this must exist purely for 
the indigent, it must partake of an inclusive form 
that deals first with the medical needs of the com- 
munity and later with the varying financial status 
of those involved. Laws governing this question 
have been in effect sufficiently long in several of 
the Canadian provinces to give us a definite and 
workable knowledge of what seems best to do. We 
do not have to look to Europe and the Dominion, 
however, for all of our information, as sixteen of 
our states have passed laws necessary to provide 
financial aid to the aged and indigent. There is no 
reason to expect that private philanthropy is going 
to continue to carry the enormous load that it has 
in the past. The charge for those who cannot pay 
anything and those that can pay for only a part of 
the cost of their medical and hospital care is just 
as legitimate a burden for taxation as our schools, 
police and fire protection. 


A Changing Sense of Values 


Just a word on the economic status of the coun- 
try. Depressions manifest themselves in many 
ways and are undoubtedly responsible for the 35 
per cent of unoccupied beds in our hospitals last 
year. That cannot mean that America is over- 
hospitalized; that we have allowed the pendulum 
to swing too far in the provision of beds for the 
sick. The type of accommodation may not suit the 
economic condition of the country, but the prin- 
ciple behind this provision is manifestly sound. 
History cannot but repeat itself. We all know that 
sooner or later prosperous times will again be in 
evidence; that these beds that have been without 
occupants for a year will be needed. Periods of 
depression are not without their value to us all. 
They teach us the correct values of the huge sums 
of money entrusted to our care. When the pur- 
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chasing power of a dollar is only fifty cents and we 
have plenty of them, they command very little re- 
spect. When that power has reached the level it 
occupies to-day and we do not know where the 
next dollar is coming from, then the wild orgy of 
spending that has swept over the country for the 
past few years suddenly comes to an end. Sober 
judgment and a revision of our assets and per- 
spectives bring us to a realization of what it is all 
about. 


Depression Cannot Halt the Work of Healing 


No catastrophe has ever visited a country or a 
community that did not leave it better than it 
found it. We wince at seeing our buildings and 
plans laid waste, but the new structures that rise 
out of the ruins always come up stronger and bet- 
ter than those that went down. Can any one ques- 
tion that we will all be better administrators for 
having gone through this test of poverty and de- 
pleted incomes? Not for a second. There will be 
certain individuals and institutions that will not 
survive the ordeal. I do not know of any saying 
that is more applicable to the hospital field than 
the one used by Calvin Coolidge when he said: 
“The scraping of the hull of a ship of state is a 
trying ordeal for the barnacles.” The recovery 
from this condition cannot be effected by any one 
community or country alone. A condition that has 
been worldwide in its effects must be remedied by 
the combined efforts of all concerned. We are in- 
clined to the opinion, however, that this country 
with its optimistic, far-sighted policies and its fair 
dealings with all the peoples of the world will be 
the first to see the rays of a brighter day, which is 
the emanation of a people made happy by the re- 
turn of employment and incomes that are com- 
mensurate with our standards. 

The foundation for this hope is not original with 
us or our age. It is a heritage that has come down 
to us through the centuries from the founders of 
this country, from our ancestors whose lives were 
a continual struggle, who succeeded in the face of 
conditions that would make the times we are now 
going through sick by comparison. These expe- 
riences have taught us that no cause based upon 
the care of the sick and the afflicted can ever be 
checked by financial depressions or business fail- 
ures. Our work, the healing of the sick, is the 
work of God; we are merely the instruments in 
His hands through which these ends may be at- 
tained. Periods of depression may impede our 
progress, but a calling as old as the art of healing 
will go on through the ages. It remains for us to 
give to our work the best that is in us, to see that 
the torch that we pass to the next generation burns 
a little brighter than when it came to us. 
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“The Nurses Are 
All at Class” 


By 
JANET FENIMORE KORNGOLD 


Director, School of Nursing, Touro Infirmary, 


New Orleans 


prerequisite for good nursing is the presence 
of the nurse. No knowledge, ability or ca- 
pacity on her part will be reckoned of importance 
or value by an uncomfortable patient or a hurried 
physician, if she be absent from the scene of action 
at the wrong moment. To keep a sufficient number 
of nursing personnel continually and continuously 
available is the first concern of a nursing service. 

Student nurses do the major portion of the 
country’s nursing. Although hospitals with their 
schools of nursing have produced with incredible 
speed an astonishing number of graduate nurses, 
only a small portion of the sick public ever profits 
by graduate nurse care. Student nurses afford a 
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remarkably conscientious and reliable service at 
small cost. It is even debatable whether or not 
graduate nurse service—general duty—would give 
the hospitalized public better care. Be that as it 
may, either consciously or unconsciously the hos- 
pital sidesteps a vexing economic problem by the 
continuation of the training school with its con- 
stant supply of student nurses. 

In the typical hospital, therefore, the patients 
and the physicians want student nurses on the 
floor, and plenty of them. Neither patient nor 
physician exceeds the limit of justice in making 
the demand. But from time to time certain needs 
call the student from her station. She must have 
her hours off, her afternoon, her Sunday half day, 
her annual vacation and, last but not least, she 
must go to class. In fact, to the patient with the 
unanswered light and to the physician waiting for 
the tardy dressing basket, it appears that she is 
always at class. From this supposition, strength- 
ened by the irritation of both the patient and the 
physician, arises the widespread belief that the 
nurse is being unnecessarily overeducated and 
that it might be well to recall her from the class- 
room to her neglected duties at the bedside. 

It is highly desirable that the intelligent public 
and those members of the hospital community not 
directly associated with the training school but 
keenly affected by its policies, should know the 
content of the present training school curriculum 
and realize the meagerness of our present class- 
room instruction. Many physicians have been 
astonished upon finally learning that the total 
number of hours of classroom instruction given 
a student nurse in an accredited school during 
the three-year course seldom exceeds 700 hours. 
In fact, when we speak of a school giving some 
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700 hours of classroom instruction, we are scarcely 
speaking of an average school—in many states 
some 500 hours of instruction will place a school 
on the accredited list—but rather of an outstand- 
ing school, of one that aspires to keep pace with 
the expanding ideals of modern nursing education. 

The curriculum of this conscientious and ambi- 
tious school will probably follow roughly the model 
here presented : 


First Year Hours 
Bedside Nursing Procedures 120 
Anatomy and Physiology 90 
Chemistry 45 
Bacteriology 45 
Materia Medica 45 
History of Nursing 20 
Hospital Deportment 20 
Hygiene 15 
Massage 15 

415 

Second Year Hours 
Nursing in Medical Diseases 30 
Nursing in Surgical Diseases 30 
Lectures by the Medical Staff 30 
Lectures by the Surgical Staff 30 
Gynecology 20 
Dietetics 30 
O R Technique 15 

185 

Third Year Hours 
Pediatrics 30 
Obstetrics 30 
Psychology 15 
Psychiatry 30 
Survey of the Nursing Field 30 

135 
Total Number of Class Hours in 
Three Years 735 





One observes that the policy of supporting a 
comparatively heavy class schedule in the pre- 
liminary period of training has gained almost 
universal favor. The second-year schedule will 
show a reduction in class hours amounting to more 
than 50 per cent of the hours of the preceding 
year, and the third year will show a considerable 
reduction over the second. An arrangement of 
this sort does not necessitate the absence of the 
upper classmen from the floor as frequently as 
that of the junior nurses and so guarantees the 
presence of the more experienced students. Also, 
the seniors have their time free for certain special- 
ized services in which interruption for class work 
would prove an almost insurmountable handicap. 
In the typical school, class hours in the first year 
may bear a ratio to ward work hours of about one 
to six or seven; in the second year, classroom work 
and ward work hours may show a ratio of about 
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one to fourteen; in the third year the ratio may 
be about one to twenty. 

The class work, however, is probably given in- 
tensively. The preliminary student may not go on 
the floor at all for the first sixteen weeks, or she 
may engage in ward work for only a brief time 
daily. The class work for the upper classmen may 
also be “blocked.” In a typical school we may find 
that the student upon entrance attends class four 
hours daily for a period of sixteen weeks, and two 
hours daily for the following ten weeks. The 
entire classroom program of the second year may 
be covered in a period of from twenty to thirty 
weeks, allowing the student one or two classes 
daily. The school work of the third year will oc- 
cupy still less space upon the daily program. It 
will be apparent to any open-minded observe7, 
therefore, that even during these periods of what 
we have euphonically called intensive study, the 
nurses are by no means always at class. 

Unfortunately, however, a demonstration of the 
meagerness of classroom instruction does not alter 
the fact that patients may be neglected and physi- 
cians may be unassisted when the nurses do go to 
class. Even though a student attends but one class 
daily, two days a week, if there is not adequate 
relief for her during those two hours, the patient 
may experience misery and the physician incon- 
venience. The hospital has an obligation both to 




























Classroom door—nurses crowding in. 


the student nurse and to the patient. It owes the 
patient the security that can come only with con- 
stant, uninterrupted nursing care. It owes the 
student adequate instruction, for which she offers 
her labor as payment. In the more progressive 
schools where there are no longer monthly stipends 
to brand the student personnel as “cheap labor,” 
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and where fairly substantial matriculation fees 
have been inaugurated, thereby designating the 
registrant as a student rather than an employee, 
it is particularly incumbent upon the institution 
to guarantee instruction under satisfactory condi- 
tions. It is no more seemly that a student nurse 
should go and come from class 
with an apologetic air, than 
that the needs of the sick 
should have to await the dis- 
missal of a class. Both the pa- 
tient and the student nurse 
have a just foundation for their 
complaint that the hospital 
which relies largely upon a stu- 
dent personnel to care for its 
clientele fails to meet its re- 
sponsibility when it fails to 
supplement its student force by 
an adequate corps of general 
duty nurses and domestic 
maids. 

The nurse belongs at the bed- 
side. But while there is con- 
siderable complaint about her 
brief and intermittent absences 
in the classroom, the complaints 
occasioned by her much longer 
absences while she scours en- 
amelware in the utility room, 
washes empty bedsteads, cleans out bureau draw- 
ers and empties wastebaskets, are not so loud. 
This is all necessary and honorable work, but it is 
not nursing. Were the student relieved of this 
domestic labor and were this time spent in the 
actual care of the sick, the 700 hours out of three 
years that the student spends in the classroom 
would not detract appreciably from the efficiency 
of the nursing service. 

Other economies of nurses’ labor could be prac- 
ticed more extensively, with a view to keeping the 
nursing personnel close to the bedside. The hos- 
pital must have surgical supplies and _ sterile 
dressings of all sorts, but the many hours student 
nurses spend in the folding of dressings and 
sponges and in the wrapping of various articles 
into small packages for sterilization add nothing 
to the education of the nurse and nothing to the 
comfort of the patient whose light remains un- 
answered because there are “too few nurses on 
the floor.” The minimizing of the wrapping proc- 
ess, the expansion of the sterile drum idea, the 
substitution of permanent containers for the mul- 
titude of wrappers and, above all, the employment 
of lay help for this simple and purely mechanical 
work, would do much more for the efficiency of 





Student nurse identifying a perivascular 
infiltration. 
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the nursing service than would a reduction of the 
hours of classroom instruction. 

In point of clock hours, the student nurse is not 
receiving too much instruction. But it may well be 
possible that she is not receiving that instruction 
in the most appropriate place and under the best 
auspices. Instruction in nurs- 
ing is given more appropriately 
by the bedside than in a class- 
room or laboratory. The stu- 
dent needs to observe as she 
works, and work as she ob- 
serves. She needs much assist- 
ance in the interpretation of 
what she sees. The best possi- 
ble way to keep the student 
nurses at the bedside would be 
to substitute bedside instruc- 
tion for classroom instruction. 
This, of course, would necessi- 
tate a much larger teaching 
staff, and, therefore, would en- 
tail a much greater expense. 
The average hospital thinks it 
has done well when it meets the 
requirement of its state board 
which declares that to be ac- 
credited, it must have at least 
one full-time instructor. One in- 
structor may lecture to a class 
of forty or fifty, assembled in the lecture hall ; but 
bedside instruction necessitates working with 
small groups. It is excellent, but it is expensive. 
And hospitals are not yet accustomed to regard 
nursing education as necessitating a heavy expense. 

It is evident that if only 700 hours of instruction 
are to be given, every hour should be made to 
count. There is no time to throw away on non- 
essentials, none to waste on irrelevant topics. We 
need to stay close to the subject of bedside nursing. 
The real argument among those who interest 
themselves in nursing education will not concern 
the number of clock hours allotted to the curric- 
ulum; it will deal with the disposition of the 
major emphasis in nursing education. It would 
appear that 700 hours of theoretical instruction 
plus three years of supervised work and oppor- 
tunity for observation, should make a fair nurse 
of a young woman already possessing adequate 
social and educational background, who is really 
desirous of becoming a nurse and who is blessed 
with a professional pride in her calling. Many of 
us feel confident that if the young woman is not 
a fair nurse at the end of such a course, there is 
no reason to believe that any further extension 
of classroom instruction, at least in the direction 
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of the basic sciences, would have made her one. 
If the nurse does not give complete satisfaction to 
both patient and physician, it is not because she is 
unable to recognize a perivascular infiltration 
when she peeps through the microscope in the 
pathological laboratory or because she does not 
know which of the pathogenic organisms are 
gram-positive and which gram-negative. 

The criticisms of the nurse and her work fall, 
roughly speaking, into three groups. First, there 
are the criticisms relating to her dexterity in 
handling the sick and in performing those manual 
processes referred to as bedside nursing proce- 
dures. Second, there are criticisms relating to her 
ability to recognize symptoms, to interpret reac- 
tions, to observe and report accurately and intelli- 
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Nurse with personality-plus “putting over” liver to an 
anemic patient. 


gently. Third, there are a host of criticisms 
relating to her ability to adjust herself to situa- 
tions and to her ability to help her patient adjust 
himself to the new and strange environment that 
sickness creates. This third type of criticism con- 
cerns the nurse’s “personal equation.” The nurse 
is criticized more frequently for her tactlessness 
than for her inability to give a good bed bath. 
Presumably, the student’s instruction to be 
most valuable should be of such a nature as to tend 
to overcome these weaknesses. But iti is easier to 
place a course of fifteen hours in chemistry on the 
class schedule or to increase this course from 
fifteen to forty-five or even ninety hours, than it 
is to give adequate consideration to the nature of 
nursing and to establish that type of educational 
program most likely to develop real nursing abil- 
ity. It is comparatively easy for a determined 
training sehool director to send her students to 
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the classroom for a forty-five hour course. In this 
brief time, an equally determined instructor will 
carry them at breakneck speed over the whole 
field of organic and inorganic chemistry. But to 
learn that isomers are compounds of the same per- 
centage composition, differing in properties due 
to the arrangement of the atoms, or that an elec- 
trolyte in water dissociates in atoms which consist 
of charged particles called ions, is not likely to 
increase the student’s ability to handle people. 
Nor will it assist the student to detect, let us say, 
the insidious onset of a poisoning process. 


The Humanities or Laboratory Science? 


It does not require scientific erudition to follow 
intelligently the changing picture of the patient’s 
comfort and discomfort and the ebb and flow of 
his strength, or to feed liver to the child with no 
appetite for it, or to force fluids on the patient 
who most emphatically is not thirsty. It requires 
a rare and fine ability to do these things, an ability 
depending upon sympathy, upon an understanding 
of human nature and perhaps, above all, upon 
imagination. To further the development of these 
qualities the humanities are probably better than 
the laboratory sciences. A courageous training 
school director recently brought down upon her 
head the laughter of her hospital community by 
offering her students a lecture course on art ap- 
preciation. We recall another prominent director 
who consistently refuses to place chemistry on her 
curriculum and offers instead the equivalent of a 
college year’s work in English literature. This 
does not indicate that we should turn schools of 
nursing into art schools or into “schools of charm,” 
but it does suggest that the present nursing cur- 
riculum is top heavy with laboratory science and 
that more attention should be paid to the im- 
portance of character and personality. 

It is probable that the class hours allotted by 
most schools to the demonstration of manual pro- 
cedures are sufficient to produce adequate manual 
skill. Complaints seldom concern our purely 
mechanical processes. But it is also highly prob- 
able that most schools give inadequate instruction 
in subjects leading to an understanding of condi- 
tions and reactions. This is because the subjects 
appearing on the curriculum under the captions, 
“nursing in medical diseases” and “nursing in 
surgical diseases,” can be well taught only by the 
bedside where the ever changing clinical picture 
may be interpreted by the instructor. 

It is not suggested that classroom instruction 
in these subjects be eliminated. It is highly de- 
sirable that bedside instruction be supplemented 
by lecture and by conference, correlating text 
assignment with case study. 
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THE MODERN HOSPITAL 


Aseptic Technique—The Protection 
of the General Hospital 


By F. G. CARTER, MD. 


HE isolation hospital of the Middle Ages was 
far removed from human habitations and 
avenues of human traffic. The contagious 

hospital of the present era is frequently found in 
densely populated districts. In many instances it 
is on the same grounds with a general hospital and 
is operated as a unit of that institution. In recent 
years it has even been made a part of the general 
hospital. Are we now approaching a reversal of 
this trend? Is it possible that, in the future, the 
general hospital will be made a part of the con- 
tagious hospital? 

Methods of handling contagious diseases seem 
gradually to be finding a more widespread appli- 
cation. Modern children’s hospitals have for a 
number of years been committed to medical 
aseptic technique. Tuberculosis hospitals are 
gradually coming to recognize its importance in 
safeguarding the health of their employees and 
in eliminating the intercurrent respiratory infec- 
tions that sometimes interrupt progress in the 
treatment of tuberculosis. Some of our maternity 
departments are turning to medical asepsis for 
help in lowering maternal mortality figures. Sur- 
gical cases have for generations been regarded as 
proper subjects for the application of aseptic tech- 
nique. All of these things are indicative of a trend 
that appears to be well under way. 


How Contagion Is Often Started 


Most general hospitals do not knowingly accept 
contagious or tuberculous cases, but they are faced 
with the task of caring for them from time to time 
because it is almost impossible to exclude them. 
A visitor suffering from a mild, perhaps unrecog- 
nized, attack of a contagious disease may impart 
that disease to the patient whom he visits. An in- 
dividual entering the hospital for treatment for 
another malady may be incubating a contagious 
disease which reaches full development during his 
stay. Patients may be admitted with erroneous 
diagnosis. There may be a “carrier” among the 
personnel. Contaminated food is sometimes a 


source of infection. These experiences in disease 
transmission are common and indicate some of 


Superintendent, Ancker Hospital, St. Paul, Minn. 


the seemingly insurmountable difficulties that con- 
front the hospital in its effort to prevent the dis- 
semination of communicable diseases. 

General hospitals should be prepared to meet 
these situations through the institution of aseptic 
technique in the immediate handling of the cases 
in question. The personnel should be trained to 
seek out suspicious cases early, because the danger 
from these cases increases in direct proportion to 
the length of time that elapses between the onset 
of the disease and the discovery of its communi- 
cable nature. The frank case of contagious disease, 
diagnosed before admission, should cause no diffi- 
culty, provided the hospital has properly trained 
its workers in the care of such cases. 


A Field for the General Hospital 


In these days we hear much of state medicine. 
In this connection it is significant that the care of 
contagious diseases, tuberculosis and other types 
of cases has long been recognized as a function of 
the state largely because private organizations 
have refused to interest themselves in the hospi- 
talization of patients suffering from these diseases. 
Any field of medicine not adequately covered by 
private enterprise will inevitably be taken over by 
the local, state or federal governments in response 
to the demands of the citizenry. Perhaps in the 
final analysis the care of the sick poor belongs to 
the state but all contagious and tuberculous cases 
are not indigent. Provision for the care of the lat- 
ter would add materially to the revenues of the 
private hospitals and would provide accommoda- 
tions for a considerable group of patients who are 
practically outcasts, so far as obtaining private 
hospital service is concerned. Those who would 
keep the government out of hospital business can 
do so by equipping their institutions to care for 
the business that now goes begging. 

Hospitals really have only two major objectives 
—the care of the sick and the education and train- 
ing of all who come in contact with them. The 
hospital experience of the average man should re- 
sult not only in the cure of his ailment in many 
instances but also in providing him and the friends 
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who visit him with a liberal education in matters 
of health preservation. None of our obligations 
are more binding or more neglected than that of 
teaching methods of preventing the dissemination 
of disease. That this knowledge is ours to com- 
mand is evidenced by the experience of modern 
contagious hospitals in preventing cross infec- 
tions. Such knowledge is based upon two simple 
principles that become somewhat complex in their 
application. They are as follows: (1) Aside from 
the diseases produced through inoculation, the 
portals of entry for practically all bacterial dis- 
eases are the nose and mouth; (2) everything en- 
tering the nose and mouth must be free from 
pathogenic micro-organisms. 

If we admit the validity of the first principle, 
we must accept the second as its corrollary. They 
are the foundation for all technique in the treat- 
ment of contagious diseases. Without doubt a 
working knowledge of asepsis must be the back- 
ground for all educational disease prevention 
programs. 

The hospital that teaches its nurses, doctors and 
attendants to practice an unfaltering medical 
aseptic technique teaches a mode of living that will 
pay big dividends in health throughout the lives 
of these individuals. As proof of this, we have 
every reason to believe that the incidence of sick- 
ness among the nursing group at Ancker Hospital 
has been lowered considerably since 1927 when 
we began to stress with all the energy at our com- 
mand the importance of medical aseptic technique. 
The nurses have learned that this technique has 
a practical application to ordinary living condi- 
tions. The hospital personnel should be taught 
asepsis and trained in its application. No part of 
the educational curriculum is more important or 
more practical. Without patients who require this 
type of care no hospital can offer a well rounded 
course of nurses’ training. 


Testing the Contagion of Tuberculosis 


The statement has often been made that the dan- 
ger from tuberculosis is least in a properly man- 
aged tuberculosis sanatorium. In interpreting this 
statement the words “properly managed” have too 
often been overlooked. What constitutes proper 
management? How is it to be defined? We are 
endeavoring to answer these questions. 

In Ancker Hospital about 25 per cent of the 
available beds are assigned to the care of tuber- 
culous patients. Five years ago we reached the 
conclusion that the incidence of tuberculosis in our 
nursing group was too high, and Dr. E. K. Geer, 
director of our tuberculosis division, inaugurated 
a study of the situation. First of all it was neces- 
sary to determine whether or not unrecognized 
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cases of tuberculosis were being admitted to the 
training school. In addition to the regular physical 
examination, routine x-ray studies of the chests of 
all candidates for training were made. No appre- 
ciable drop in the incidence of tuberculosis was 
noted, in spite of the fact that a number of can- 
didates were rejected because of chest findings. 
Three years ago the skin test with tuberculin was 
added to the routine. Of the nurses entering train- 
ing, 35 per cent reacted positively to the skin test. 
Nurses of similar status in training schools of 
other hospitals which did not admit tuberculous 
patients were used as controls. The positive re- 
actors in the latter group on admission were in 
the same proportion, 35 per cent. 


What One Hospital Has Accomplished 


By the time our nurses had finished their train- 
ing, practically 100 per cent reacted positively to 
the skin test, whereas in the control group 45 per 
cent reacted positively. Active tuberculosis de- 
veloped in 6 per cent of our nurses, the normal 
incidence for this age group being 11% per cent. 
In the control group the normal incidence pre- 
vailed. If the skin test is reliable, the statement 
that 100 per cent of our nurses became positive 
reactors means that at some time during their 
training they acquired a tuberculous infection. It 
does not follow that these nurses developed active 
tuberculosis. In a vast majority of cases (94 per 
cent) they overcame the infection without know- 
ing that they had had it. 

What inferences are we to draw from these 
studies? In the first place, either the oft repeated 
reference to tuberculosis sanatoriums as “safety 
zones” is in error or the management was im- 
proper. On the latter point I venture to say, in all 
fairness, that the management was no better and 
no worse than that of the vast majority of tuber- 
culosis sanatoriums. In the second place, it seems 
obvious that tuberculosis is more than mildly con- 
tagious and that it should be handled accordingly. 

These studies will not be complete for another 
three years, but we feel that the progress thus far 
has justified the establishment of a rigid medical 
aseptic technique in the management of all tuber- 
culous cases. The search for unrecognized cases 
in the general hospital has also been stimulated. I 
is too early to look for results but it is interesting 
to note that Ancker Hospital has not had a case of 
active tuberculosis in its nursing group during the 
past year. 

Prior to 1927 it was not uncommon for our con- 
tagious hospital census to reach peaks of 175 to 
200 patients during the winter months. The peak 
load since 1927 has seldom reached fifty-five. Part 
of this drop is accounted for by preventive meas- 
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ures and by the fact that contagious diseases have 
been at the low swing of the cycle. However, the 
big factor responsible for the drop has been a 
scrupulous, uncompromising aseptic technique, 
which has kept our cross infection rate down to 
about 1 per cent. Many patients who are not or- 
dinarily considered strictly contagious cases are 
hospitalized in our contagious department, and 
after four years of experience we see no reason 
why this plan should be changed. 

These thoughts and experiences with aseptic 
technique in a general hospital are presented with 
the idea of showing some of the advantages that 
will accrue to the general hospital that prepares 
itself to apply, in a serious manner, the principles 
of medical aseptic technique. This technique is a 
protective measure against the spread of conta- 
gious diseases when they are discovered in a gen- 
eral hospital. It is essential in the care of children. 
It widens the scope of usefulness of the general 
hospital and thereby helps to solve the problem of 
low bed occupancy. It possesses important educa- 
tional values from the standpoint of disease pre- 
vention. It will help to keep the government out of 
hospital business if this seems to be desirable.* 








A Famous Surgeon Views the 
Hospital as a Patient 


“Every hospital servant, from superintendent 
to orderly, matron to scrubwoman, clinical chief 
to laboratory technician, would be much better for 
an obligatory period of hospitalization.” 

So writes Dr. Harvey Cushing, surgeon-in-chief, 
Peter Bent Brigham Hospital, Boston, in the an- 
nual report of the hospital. Doctor Cushing 
refers humorously to such an “enforced” stay on 
his part in a section of his report which he has 
called, “Impressions of an Inmate.” 

“Indeed,” he continues, “it has been suggested 
that this regulation might even be made to apply 
to future trustees each of whom, as an initiation 
fee, should be called upon before his official ap- 
pointment to endow a bed in a public ward and 
then for his further information be obliged in- 
cognito to occupy it, say for a week, and be thor- 
oughly and completely examined meanwhile by the 
laboratory methods now in fashion. It might per- 
haps be done in a week, and a much chastened and 
well informed trustee would then emerge fully 
entitled by personally acquired experience subse- 
quently to pass some sort of judgment on what a 
hospital is all about.” 

Concerning some of his dwn experiences, Doctor 


‘Read at the meeting of the Minnesota State Hospital Association, 
Duluth, June 22. 
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Cushing writes feelingly. Of one in particular he 
has this to say: 

“And then at early dawn suddenly came ‘zero 
hour’ of which I had not been warned—a surprise 
attack, when the heavy artillery starts its barrage 
while the field pieces and caterpillar tractors laden 
with food for men and guns begin moving up over 
the pavé to be distributed along the front line and 
even ‘over the top,’ to end in what sounded like a 
death rattle in the very wall of my bunk. This 
proved, on investigation, to be what ordinarily is 
known as a dumb-waiter bringing the day’s am- 
munition to that particular sector.” 





The Hospitals Year Book—A Survey 
of the British Field 


The Hospitals Year Book, the first number of 
which was issued recently under the auspices of 
the British Hospitals Association and the Joint 
Council of the Order of St. John and the British 
Red Cross Society, provides the first really com- 
prehensive survey of the income, expenditure and 
volume of work of British voluntary hospitals. 

Incorporating the Annual Report on the Vol- 
untary Hospitals in Great Britain and “Burdett’s 
Hospitals and Charities,” it is, in effect, the 
“Whitaker” of the hospital world, containing in 
addition to much general information a wealth of 
statistics about every branch of hospital activity 
and a complete directory of the hospitals of Great 
Britain and Ireland. 

The general survey for the year 1929 discloses 
that there were then 1,002 voluntary hospitals in 
the British Isles, with 73,186 available beds, of 
which the finances of 931 hospitals containing 
69,230 beds (94.59 per cent of the total) are re- 
viewed in the Year Book. During the year these 
hospitals received £13,504,968, and spent on main- 
tenance and development £12,646,947, leaving a 
surplus of £858,021. 

The directory lists institutions for the sick, in- 
cluding voluntary, private, municipal, naval, mili- 
tary, R. A. F. and Ministry of Pensions hospitals, 
seamen’s hospitals, mental hospitals and institu- 
tions for defectives, sanatoriums, convalescent 
homes, dispensaries, nursing associations and in- 
stitutions for cripples, the blind and the deaf and 
dumb. Details of the facilities available, staff, 
charges (if any) and special features of each 
institution are given. 

Such a work will undoubtedly be of enormous 
value, not only to hospital authorities and to the 
medical and nursing professions, but to all en- 
gaged in public life. 
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How the Community Hospital Can 


Best Serve Its 


Neighborhood 


By WILLIAM S. MIDDLETON, M.D. 


Madison, Wis. 


NE of the serious problems confronting 
() public health in general and medicine in 

particular is an adequate and equable dis- 
tribution of medical service. 

The real or fancied advantages of urban resi- 
dence and practice have always drawn physicians 
away from the rural districts. A season of ap- 
prenticeship in a small community may have 
prepared a practitioner for the more strenuous 
competition of the city, or perchance the urge to 
become a specialist may develop through a desire 
for greater ease and an improved income rather 
than from a peculiar aptitude or special training. 
In any event, the current of medical service has 
for many years been strongly urban in direction, 
with a depletion of the medical ranks in rural 
districts and small towns. 

In the past generation two important factors 
have greatly accelerated this movement. First, 
the advent of the automobile has demolished space, 
and the prohibitive distances of the last generation 
are commonplaces to-day. The day’s journey of 
the horse era is a short hour’s drive by automobile 
over the modern highways. Neighborliness has 
suffered by the same process of widened contacts. 
The very psychologic quirk that takes our wives to 
the bargain counter and the chain store of the 
nearest metropolis leads to the consultation of the 
physician in the city rather than of the long tried 
and proved country practitioner. If the profes- 
sional fee of the city physician is not prohibitive, 
the contact once established by an office call may 
be continued through home visits, and there is 
always the possibility of hospitalization at the 
larger centers. 


Medical Training Is Highly Complex 


In the latter respect arises the great advantage 
of the urban practitioner over his country brother, 
and this indeed constitutes the only sound reason 
for seeking such counsel. The medical student of 
to-day is a highly finished product. His knowledge 
of chemistry, biology and physics has served as a 
foundation for the development of the medical 
sciences. His clinical training has peculiarly em- 


phasized the applicability of chemistry to physiol- 
ogy, of disturbed physiology to symptomatology, 
of pathology to physical findings and finally of 
pharmacology and immunology to therapy. The 
laboratory has become for him an important diag- 
nostic and therapeutic tool. However weak he may 
be in the knowledge of human nature and the art 
of medicine, the old guard will admit his superior 
preparation, and provided he is given an equal op- 
portunity in the school of experience, he will prob- 
ably become a finer physician than his elders. 


Should the Graduate Go to the Country? 


This is the highly refined product of the modern 
school and hospital whom we would transplant to 
a general country practice. If he posseses the 
proper fiber, his resourcefulness and confidence 
will grow apace, but can we sacrifice the superior 
training from which we have been led to anticipate 
improved service? Will this keenly alert young 
physician, fresh from a satisfactory internship, 
in the last analysis be willing to prostitute his 
training and give something less than his best to 
the patient? 

The answer to both of these questions is clearly 
to be found in the community hospital, and it is 
the opinion of those in the best position to judge 
that no community should expect to command the 
services of a physician without providing facili- 
ties that will enable him to practice his art and 
science conscientiously. The establishment of a 
community hospital will not only enable the phy- 
sician to satisfy his own professional conscience, 
it will also assure the community the optimum of 
medical service at his hands. To such a public- 
spirited town will be attracted the highest type of 
physician, and in turn his net gain in commanding 
the respect and regard of a small community will 
outweigh in a majority of instances any monetary 
advantage that he might expect to find in the 
larger city. 

The survival of the fittest is a principle sub- 
scribed to by barbarians, although certain biol- 
ogists and psychiatrists assure us that it has many 
sound applications to modern civilization. The 
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humanitarian instinct of medical men abhors such 
a view, and in general we must agree that the 
world is better for its deaf Beethoven, its blind 
Milton, its lame Byron and its tuberculous 
Laénnec, to mention only a few of the mighty 
weaklings. The conquest of disease by science is 
a fascinating tale. But when the medical world 
declares that the awakening of community con- 
science is the greatest accomplishment of the 
present century, we should take particular heed. 
Until comparatively recent years medicine main- 
tained a peculiar aloofness from any movement 
suggestive of a partnership in the knowledge and 
control of disease. The zealousness with which 
the profession defended its position would have 
led an impartial observer to suspect ulterior 
motives. Yet it may be stated with confidence that 
the real issue was the necessity for the education 
of the profession itself. 














Hospital Should Lead in Preventive Medicine 





With the awakening of the community con- 
science comes the desire for exact information. 
We are no longer satisfied with makeshifts and 
platitudes. An interest in mortality statistics gives 
way to a desire for reduced morbidity. It is the 
custom of teachers of medicine to scan the vital 
statistics of the various health agencies not with a 
view of advising our graduates to settle in com- 
munities with a high morbidity, but to avoid 
them. The conscience of such a city has not been 
awakened in matters of health. It is obvious that 
it is to the material advantage of the community 
to conserve the health of its citizens by proper pro- 
phylactic measures. The incidence of preventable 
disease is the best index of the state of develop- 
ment of community conscience at any given time. 
To this phase of public health education others 
will be added. Under proper supervision it is 
natural that baby clinics, nutrition classes and 
prenatal instruction of mothers should develop 
apace in a community hospital, since all of these 
measures of prevention of suffering and disability 
pay a higher return in individual and community 
peace and happiness than does the relief of the 
afflicted. The altruistic medical profession will 
always be in the forefront of these movements, 
and its staunch support is the community’s safe- 
guard. The community hospital is the logical 
center for preventive medicine. Such an institu- 
tion will then be known not only as the refuge for 
the sick and injured but also as the point from 
which all assaults upon disease are launched and 
carried forward. 

The utilization of the hospital as a health center 
presupposes a sympathetic administration of this 
vital element in the community’s health and hap- 
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piness. Every individual in the organization 
should contribute to the peace of mind and the 
contentment of those entrusted to their care. The 
admission clerk, the telephone operator, the ele- 
vator boy, the scrub woman, the nurse, the super- 
visor, the intern, the superintendent, the visiting 
physician—all must be prepared to put the pa- 
tient’s interest first. Unless every individual, by 
instinct or training, has the desire to serve, no 
matter how valuable he is, he should have no part 
in the organization. Instill the idea of service 
beyond actual requirement. The sick man is psy- 
chologically out of tune with the universe. Ac- 
cordingly, the readjustments of personality must 
come from those sound in mind and body. Too 
frequently, through a lack of sympathetic under- 
standing, this burden falls upon the patient. Good 
cheer is a cheap commodity too commonly dis- 
carded at the hospital door by those upon whom 
the patient not in contact with friends and rela- 
tives must depend to uphold his morale. The 
machinery of the hospital administration should 
never be allowed to congeal the milk of human 
kindness. 


Financing the Community Hospital 


The administrative load of the community hos- 
pital will be a difficult one, and finances will occupy 
a prominent place in the deliberations of those in 
charge. The patients may be divided into three 
groups from a bookkeeping standpoint. No com- 
ment need be made on the two extremes, charity 
and full-pay patients. Some agency must care for 
the former, and the latter are amply able to take 
care of themselves. Particular attention should 
be paid to the intermediate group, the large self- 
respecting middle class, those patients who will 
not accept charity and who face a financially 
embarrassed future when confronted by serious 
or protracted illness. Certainly the answer to their 
problem is neither pauperization nor paternalism. 
In most instances an arrangement is made to meet 
the individual case. The failure of patients to 
appreciate the full significance of their contract 
with the hospital has contributed to many misun- 
derstandings. For example, a patient admitted to 
a prominent Eastern hospital on the basis of $5 
a day had a bill amounting to $115 the first week 
for laboratory tests and other fees. The per diem 
charge for the room was merely an admittance fee. 
Would it not be possible to prorate the various 
laboratory procedures, including limited roentgen- 
ologic work, for such patients, so that they might 
contract under the per diem charge for the entire 
hospital service up to a known maximum? Cer- 
tainly much hardship and misunderstanding 


would be obviated by such a plan, and frankly, the 
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additional charges for dressings, drugs and the 
like, would never survive the serious scrutiny of 
an expert accountant. 

The direct and indirect advantages to all citi- 
zens of a community from the establishment of a 
hospital are too apparent to necessitate further 
discussion. Yet to the physicians certain peculiar 
advantages accrue, and to them a few suggestions 
are offered. Relative to the staff, it is urged that 
the hospital be used as an educational center in all 
medical matters. Not only should the county 
medical society meet there at the appropriate 
time, but the staff should establish regular meet- 
ings, weekly or fortnightly, to discuss interesting 
cases, analyze mortality and present information 
regarding recent advances in medicine. The ac- 
ceptance of interns and student nurses for train- 
ing by this hospital will imply definite teaching 
responsibility for members of the staff. The re- 
turns from this serious obligation will be in direct 
proportion to the enthusiasm and intelligence with 
which such duties are discharged by the staff 
members. 


How the Hospital Serves the Doctor 


In a community in which physicians demand 
the best of service for their bed or hospital pa- 
tients, a certain standard is set for office practice. 
To install in an office apparatus for the several 
special fields of study, such as x-ray and basal 
metabolism, represents an expenditure that can- 
not be met by the ordinary office fees for many 
years, if ever. Furthermore, the development of 
technique is not uniform. For the mutual benefit 
of the patient and the physician these highly spe- 
cialized forms of laboratory work requiring ex- 
pensive apparatus should be uniformly done in 
the hospital. 

I shall not discuss the advantages and disad- 
vantages of group practice, but out of a mutual 
interest in the development of the facilities avail- 
able to all in this hospital and from an interchange 
of opinion may grow a relationship combining all 
of the advantages of such an association without 
the disadvantages of actual partnership. It is 
possible that by an unselfish arrangement of duties 
and of time staff members might develop a diag- 
nostic clinic, entirely apart from the several prac- 
tices. Such a service would meet not only the needs 
of the immediate community but might also prove 
of service to the profession and to the population 
of the surrounding country. In any such develop- 
ment and in all activities of the hospital the serv- 
ice it provides for the community must be the first 
thought.' 


1Presented at Beloit, Kan., May 12, 1930, under the auspices of the 
Community Hospital, Beloit. 
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How Pennsylvania Taxpayers 
Support Their Hospitals 


In welfare expenditures as in school expendi- 
tures Pennsylvania has not followed the line of 
expenditures customary in other states, Dr. Clyde 
H. King, secretary of revenue for Pennsylvania, 
points out. For instance, it is the only state that 
meets expenses of local hospitals in a considerable 
part out of the taxpayers’ pocket. 

“Other states do not spend tax monies for such 
private charities,” Doctor King says. ‘“Pennsyl- 
vania taxpayers now underwrite about one-half 
of the total cost of caring for indigent patients in 
these hospitals. This is half of the total expense. 
In some of the more needy hospitals in the poorer 
communities of the state as much as three-fourths 
of the cost of caring for indigent patients is now 
borne by the state’s taxpayers, and in the largest, 
at least 38 per cent. 

“Pennsylvania is also alone among the states 
in supporting from state taxes several publicly 
owned and operated general hospitals as distinct 
from specialized sanatoriums such as for the tu- 
berculous, the mentally ill and the epileptic. It is 
unique that Pennsylvania should be the leader in 
practices that amount to state socialism in medi- 
cine. 

“The expanding share of the cost of mainte- 
nance of general hospitals paid by the state, and 
the increasing trend for the state to take over gen- 
eral hospitals for public ownership and operation 
indicate an increasing state tax burden for these 
purposes. There will be an increasing pressure to 
unload private hospitals on the state. 


Private and Public Aid 


“The contributor to private charity always 
seems willing to wish his job on to the taxpayer. 
Private aid dries up when the burden can be 
shifted to the taxpayer. Unless this trend is cor- 
rected in the future when times are better, for it 
cannot be done in times of depression, an increas- 
ing share of this cost must be borne by the state 
taxpayers. This must be done either by increasing 
the tax burden or by slowing up the rate at which 
Pennsylvania takes over the full care of the men- 
tally ill, the epileptic and the feeble-minded and 
similar groups cared for fully by those states that 
do not also assume the burden of private charity 
in local hospitals. 

“Many states have taken over as a state func- 
tion the care of all mentally ill, epileptics, feeble- 
minded and similar groups, but they have not 
carried the burden of private charity so liberally 
granted by Pennsylvania.” 
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THE MODERN HOSPITAL 


Providing the Best in Mental Care 
for Rhode Island Children 


By WALLIS HOWE 


Howe and Church, Architects, Providence, R. I., and 


CHARLES F. NEERGAARD 


New York City 


Providence, R. I., which was recently dedi- 

cated and opened to patients, is the first insti- 
tution designed essentially for the care and study 
of children suffering from nervous and mental 
diseases. 

Mr. and Mrs. George Lothrop Bradley, in mem- 
ory of whose daughter the institution is founded, 
left the major part of their large estates for the 
purpose of building and endowing a hospital that 
should give a type of care for which they had 
searched the world in vain for their afflicted child. 
The board of trustees was fortunate in enlisting 
the cooperation of Dr. Arthur H. Ruggles in a 
project for which there was no precedent. Doctor 
tuggles, who is president of the American Founda- 
tion for Mental Hygiene and one of the outstand- 


| ex Emma Pendleton Bradley Home, East 


ing authorities in the country in his specialty, has 
for a long time been superintendent of the Butler 
Hospital, Providence. To his constructive thinking 
is due the program of case selection, treatment and 
research. The board of trustees was quick to grasp 
the possibilities of his plan and to set up a financial 
budget that provided for the erection of buildings 
ideal for the purpose, with ample endowment. 
Doctor Ruggles will continue as director of the 
institution, coordinating its work with that of 
Butler Hospital. 

The thirty-five acres of rolling wooded land on 
which the Bradley Home is situated are on a high 
bluff above Narragansett Bay, on the outskirts of 
Providence. The home is planned to house 100 
patients. During the organization period and 
pending the erection of a nurses’ residence, one 
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This picture and plan of the first floor of the Bradley Home show its Y-shaped arrangement, which ensures adequate sun- 
light for the entire building. 


section of the building containing twenty-five beds 
will be used to accommodate the nursing staff of 
the home. 

Admissions will be limited to boys and girls up 
to twelve years of age, with no discrimination 
against either rich or poor. Patients from Rhode 
Island, particularly those from needy families, will 
be given first consideration. Charges will be in 


accordance with what the families can afford to 
pay. An endeavor will be made to select cases that 
particularly need help or that are of unusual inter- 
est for purposes of study, as study and research 
are fundamental purposes of the institution. Pa- 
tients who suffer from epilepsy, the after effects 
of sleeping sickness, birth injuries of the central 
nervous system, brain tumors, behavior problems 
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requiring special treatment and various nervous 
disorders will be admitted. 

It is hoped that the exceptional opportunities 
that are afforded the resident and the attending 
staffs will result in real contributions towards the 
prevention, treatment and cure of mental and 
nervous diseases. As the president of the board, 
Frank H. Swan, said at the opening exercises, “If 
the staff of this home, so endowed as to permit and 
encourage the necessary research, can now and 
then contribute to the medical profession one for- 
mula or one discovery; if from time to time it can 
wrench one secret from the laboratory to be handed 
on to other children’s hospitals throughout the 
land, think of the inestimable benefit that may 
flow from such efforts.” 

Two buildings have been completed—the hospi- 
tal proper and a separate service building housing 
the power plant, garage, laundry and help’s quar- 
ters. The hospital proper faces south, overlooking 
Narragansett Bay. The Y-shaped wings serve as 


The laboratory and x-ray departments as well as the kitchens and storerooms are on the ground floor. 








a veritable trap for the sun, which bathes the 
patients’ rooms, solariums and terraces through- 
out the day. The building is of dignified Georgian 
design, in keeping with the architecture of Provi- 
dence. It is constructed of tapestry brick with 
limestone trim. 


First Floor Wards Open on to Terrace 


On the first floor are the administration offices 
and a large, homelike, pine paneled living room, 
opening on to the pillared terrace. Over fireplaces 
at either end are portraits of Mrs. Bradley and her 
daughter. The patients are housed in the wings 
on the first and second floors, in four units of 
twenty-five beds each, consisting of an eight-bed 
ward for the younger children’s cribs, and single 
and double rooms for older children. Each unit 
has its own solarium, nurses’ station and treatment 
and service rooms. The quarters on the first floor 
have direct access to the terrace. On the second 
floor over the administration office and lounge are 
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Scenes from Mother Goose and fairy and folk tales adorn the walls of the children’s ward. 


the classrooms where the children will be given 
organized instruction. Some are equipped with 
standard desks and others, for the younger chil- 
dren, with low tables and chairs. Instruction in 
speech, posture, behavior and character will be 
given in the wards, dining rooms and play- 
grounds. In fact the Bradley Home considers a 
broad education for the sick child as one of its 
major purposes. 

On this floor too are the playrooms where good 
girls and boys will be rewarded by being allowed 
to play with all sorts of fascinating toys and games. 
The principle followed is that of rewarding the 
good rather than punishing the bad. 





Research Laboratories on Ground Floor 


On the ground floor are the research labora- 
tories, the x-ray department, rooms for special 
forms of treatment and a large and well equipped 
carpenter shop for occupational therapy. In the 
northern wing, the stem of the Y, are the kitchen 
and storerooms, with provision for central dish- 
washing and tray service for patients, and a cafe- 
teria for the help. On the first floor are the staff, 
nurses’ and patients’ dining rooms. On the second 
floor are the quarters for the resident physicians 
and the isolation unit, through which all of the 
children must pass when they are admitted, to en- 
sure against the introduction of contagious dis- 
eases. On the third floor are a small and completely 
equipped operating unit and quarters for the per- 
sonnel. 

The interior treatment and furnishings have 
been tastefully planned by the architects, Mrs. 
Frederick B. Read, the decorating consultant and 
Doctor Ruggles. The whole atmosphere is that of 








a private school rather than a hospital. The 
building is gay with color, the furniture comfort- 
able and homelike. Windows are curtained with 
soft hangings and on the walls of playrooms, 
schoolrooms and wards are scenes from Mother 
Goose and fairy and folk tales from many lands. 
In many of the rooms are hung beautiful etchings 
and paintings from the collections of the donors. 
Environment means much to children with nerv- 
ous diseases and happiness plays an important part 
in mental therapy. It was the intent, and it has 
well been realized, to make the Emma Pendleton 
Bradley Home a little more cheerful, a little more 
beautiful than hospitals have been before. 





How the Business Depression Has 


Affected Hospitals 


How the business depression of 1930 affected 
hospitals is the subject of comment in the Journal 
of the American Medical Association. 

“The hospitals that give free or nearly free serv- 
ice were crowded, while those for pay patients 
suffered to the extent of having to close certain 
sections and, in some instances, the entire institu- 
tion. The total number of beds unoccupied con- 
stantly in all hospitals was 192,487 compared to 
180,367 for 1929. 

“One result of the large number of idle beds was 
a tendency to resort to all kinds of expedients to 
bring in patients. This made 1930 a banner year 
for insurance plans and flat rate contracts, offered 
to the public as aids to the middle class, but which 
were in many instances simply remedies for finan- 
cial stringency due to diminished income.” 
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THE MODERN HOSPITAL 


Should Physicians Serve Ward 
Patients Without Charge? 





By SIDNEY G. DAVIDSON 


Superintendent, Butterworth Hospital, Grand Rapids, Mich. 


past two years has intensified for most hos- 

pital administrators and boards of trustees 
the problem of obtaining sufficient funds with 
which to finance the operation of their hospitals. 
It is undoubtedly true that this condition has led 
to more careful thought being given to the finan- 
cial situation of the hospital than most trustees 
and administrators have given in the past. With 
fewer patients, per diem costs must inevitably in- 
crease and while most institutions have difficulty 
in obtaining funds to meet the normal operation 
expenses, this difficulty has greatly increased dur- 
ing the recent period of depression. 


One Cause of Deficits 


Deficits in a large measure are created because 
ward patients are charged considerably less than 
the per diem cost of caring for such patients. Gen- 
erally these deficits are met by the citizens of the 
community who contribute to the hospital either 
directly or through a community chest fund. 

In some hospitals at least, this condition has 
focused the attention of the trustees and of the 
public supporting the hospital upon the charges 
made by physicians for their services to the ward 
patients. The question has been raised: “Is it fair 
to the community and to the patient for a doctor 
to charge an excessive fee to the patient who is 
unable to pay the full hospital costs and who there- 
fore accepts service in the wards of the hospital 
for which service the community is paying in 
part?” 

In discussing this question with a group of hos- 
pital administrators and trustees, one adminis- 
trator told of the situation in his city, in which all 
ward patients received free professional services. 
The question was asked whether or not this plan 
was general throughout the country. To obtain 
accurate information on this subject, I sent a ques- 
tionnaire to all hospitals in the United States hav- 
ing more than 100 beds, with the exception of 
large centers where four or five representative 
hospitals were selected. 

This questionnaire was as follows: 


[b= decrease in hospital earnings during the 





Do all ward patients receive free medical 
service? 

If so, on what economic basis are they admitted 
and who makes this decision? 

If doctors are allowed to collect fees from ward 
patients, do you have any control as to the amount 
of such fee? 

If so, what rates may physicians charge? 

How many ward beds have you? 

What are the hospital ward rates? 

No questionnaires were sent to city or county 
hospitals or to hospitals connected with medical 
schools, as it is well known that all ward patients 
in these types of institutions receive free medical 
care. The questionnaires were sent only to general 
hospitals supported by income from patients and 
contributions from the community. To the 288 
questionnaires sent out, 193 replies were received. 
These 193 hospitals show a total ward capacity of 
21,447 beds. In 60 of these hospitals, or 31 per 
cent, free professional service is given to all ward 
patients. In addition, there are 16 hospitals that 
have both public and private wards, and in the 
public wards no medical fee is charged. In prac- 
tically all instances where there are two types of 
ward service, the social service department of the 
hospital makes the decision as to whether the 
patient shall be admitted to the public or private 
ward. These 60 hospitals represent 37.7 per cent 
of the total number of ward beds of all the hos- 
pitals replying. 


East Leads in Free Service 


Of the 133 hospitals in which doctors are per- 
mitted to charge their private patients in the 
wards, only two have made any effort to control 
the charges made by the physicians, and in one 
of these this control has not met with much suc- 
cess. Three other hospitals make the statement 
that “physicians’ charges to ward patients are 
reasonable,” but apparently they have no definite 
knowledge as to what these charges generally 
amount to. 

Of the 60 hospitals that give free medical serv- 
ice to ward patients, 51 are in the Eastern states, 








68 THE MODERN HOSPITAL 


Maine, Massachusetts, Connecticut, New York, 
New Jersey and Pennsylvania. From this group 
of states, 76 replies were received, showing that 
in 25 of the hospitals doctors are permitted to 
make charges for their services to the ward pa- 
tient. The other 9 hospitals in which no medical 
fees are charged to ward patients are located as 
follows: Illinois, 1; Kansas, 1; Kentucky, 1; Lou- 
isiana, 1; North Carolina, 1; Ohio, 2, and Mis- 
souri, 2. 


A Question of Fairness 


There is food for thought in the fact that such 
cities as Boston, New York, Philadelphia and to 
some extent the cities adjacent to them, have by 
far the largest number of hospitals in which free 
medical service is given to ward patients. It is in 
this section of the country that we find perhaps 
the highest development of medical service, the 
oldest hospitals and, of still greater importance, 
the hospitals that have received generous endow- 
ment funds. The question arises: “Do the best 
medical service and the greatest amount contrib- 
uted for hospital support go hand in hand with a 
policy of giving free medical service to ward 
patients ?” 

Should the doctor be compensated for the serv- 
ice he renders these ward patients and, if so, on 
what basis? Would members of hospital staffs 
generally agree with the members of the staffs in 
the two hospitals in Keokuk, Iowa, in abandoning 
a sincere effort to meet this problem? Certainly 
it is not fair to the community, to the patient and 
to the hospital for the attending physician to make 
an abnormally high charge to his private pat’ent 
in the ward, a part at least of whose hospital care 
is being paid for out of contributed funds. Often 
patients, due to such high charges, are unable to 
pay for their hospital care in full or else they 
require a long period of time in which to make 
payments. 


A Change Is Imminent 


It is true that during the past year physicians 
have felt the hardship of the economic situation. 
It is true also that there is rapidly approaching 
some material change in the medical service to the 
people of a community, a change that is bound to 
have its effect upon hospital operation. At least 
there has to be a closer cooperation for the welfare 
of the community, between the staff of the hospital 
and the hospital administration, which can result 
only from an understanding of each other’s prob- 
lems and a willingness to work together. In my 
opinion, this is one of the vital subjects confront- 
ing hospital trustees and administrators—a chal- 
lenge for their best thought. 
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Leprosarium at Carville, La., 
Releases Two Patients 


Pronounced no longer a menace to the public 
health, two persons formerly afflicted with leprosy 
have been released from the National Leper Home, 
Carville, La., Dr. Hugh S. Cumming, Surgeon Gen- 
eral of the United States Public Health Service 
has announced. This brings up to ninety-one the 
total number of lepers who have been released 
from the leprosarium after having received treat- 
ment there for leprosy, according to the announce- 
ment. 

It was explained that one of the lepers just given 
his freedom had entered the National Leper Home 
in July, 1926, and the other had entered in July, 
1930. Methods of treating people afflicted with 
this disease, it was said, are being improved gradu- 
ally, as is shown by the large number of persons 
formerly afflicted with leprosy who have been 
released. 


Leprosy No Longer Incurable 


Until comparatively recent years, the aphorism 
“once a leper, always a leper,” was sufficient to 
quench all hope in the afflicted and to bring con- 
sternation to family, friends and community. 
Within a generation, however, improved therapeu- 
tic measures and more concentrated and rational 
consideration from scientists have led to the con- 
clusion that the lot of the leper is not necessarily 
hopeless, and each year increasing numbers of pa- 
tients are being discharged from leprosariums 
either as “cured” or paroled and no longer a 
menace to public health. 

As research has continued, a more nearly hu- 
mane view is being taken of the relative danger of 
leprosy in a community. That some danger exists 
must be admitted. The danger is not great enough, 
however, to justify the terror that sometimes per- 
vades a neighborhood upon the public announce- 
ment of the discovery of a leper. 

Barely fifty years ago, the discovery of the caus- 
ative agent of leprosy, the “leprosy bacillus,” by 
the Norwegian scientist, G. Armauer Hansen, 
cleared the way for the removal of a number of 
similar but essentially differed diseases than lep- 
rosy. The diagnosis of leprosy to-day is made 
rarely, even by an experienced physician, until the 
leprosy bacillus actually has been found in the 
patient. 

Some of the patients at Carville respond to cer- 
tain treatments better than do others. Taking 
chaulmoogra oil by mouth has been the treatment 
of many inmates of the home. This treatment also 
is administered by hypodermic injection. 
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Analyzing the Functions of Larger 
Hospital Laboratories 


By JOSEPH FELSEN, M.D. 


Director of Laboratory and Research, Bronx Hospital, New York City 


N ARTICLE that appeared in THE MODERN 
HOSPITAL for June, 1930, formulated a con- 
structive plan suitable for the small hos- 

pital laboratory.' This article is a continuation of 
the previous study although it is more particularly 
concerned with the larger hospital laboratory. 

To understand and appreciate the rapid develop- 
ment of the modern hospital! laboratory is to com- 
prehend the rise and growth of modern medicine. 
According to Celsus,? ancient medical practice was 
largely empirical, based upon observations of re- 
covery and death in connection with the use of 
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crude remedies. Our knowledge of these matters 
goes back as far as 1500 B.c. (Egyptian papyrus, 
Ebers, Leipzig Library). Among the Babylonians 
and Assyrians divination was extensively prac- 
ticed in the belief that the heavenly bodies influ- 
enced human welfare. It was not until about 300 
B.c. that the Greeks made the first great stride in 
scientific medicine by disregarding the previous 
theories of mysticism and by substituting accurate 
observation and experiment. The Alexandrian 
school was the counterpart of our present medical 
university and possessed extensive laboratories. 
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A corner of the author’s laboratory, showing movable table units. 
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Hellenic influence persisted, though greatly les- 
sened, throughout the Middle Ages, until the 
Renaissance rejuvenated ancient Greek medical 
knowledge. There ensued a period of intensive 
scientific research, most of it in the laboratory, 
which has persisted to the present day. 

The last seventy-five years, starting with Pas- 
teur’s work in 1857, have seen the birth and de- 
velopment of bacteriology and its practical 
application to aseptic surgery by Lister, as well 
as numerous other revolutionary scientific dis- 
coveries chiefly concerned with the specific causes 
of diseases and how they are transmitted. The 
natural aftermath of these important events was 
the development of preventive medicine, the re- 
sults of which are manifest in the compulsory vac- 
cination against smallpox and the widespread 
toxin-antitoxin immunizations against diphtheria. 
These few illustrations are sufficient perhaps to 





This exhibit of pathologie material shows folders contain- 
ing photomicrographs and clinical data next to respective 
specimens. 


indicate the extremely practical nature of labora- 
tory research. 

In the light of such knowledge and with such a 
rich heritage, it seems rather a strange paradox 
that the modern hospital laboratory staff now de- 
votes more than 95 per cent of its time and effort 
to routine work. The change, however significant, 
merely reflects the tendency of the times and has 
undoubtedly worked to the advantage of both the 
patient and the doctor. Sir Frederick G. Hopkins* 
states that the rapid progress made by modern 
medicine has been the result both of observation 
and of experiment, history proving that medical 
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knowledge grew slowly when bedside observations 
alone constituted its sole source. He also stresses 
the fact that “Untiring labor in scores of scien- 
tific laboratories has been the chief factor in the 
rapid progress of recent years” in medicine. The 
occasion of these statements was the recent death 
of Prof. Oscar Minkowski who, together with von 
Mering, Frerichs and Hoppe-Seyler, constituted a 
“research team” that made the fundamental dis- 
coveries relative to the causes and treatment of 
diabetes mellitus. 

Deavert summarizes the present laboratory sit- 
uation well when, referring to unsolved surgical 
problems, he states: “Unfortunately the work 
done in the laboratories of most hospitals is simply 
routine, and the hunters are few. It goes without 
saying that routine work must be done, and must 
be done quickly and accurately, but what is needed 
in most laboratories is the little bit more which 
attempts to answer unsolved problems.” This must 
not be interpreted to belittle in any sense the im- 
portance of clinical bedside experience. To do so 
would lay us open to the criticism of so eminent 
a clinician as Sir James Mackenzie,® who remarks: 
“The outcome of the laboratory ideals that are 
dominant was not perceptible when these were 
first adopted. To-day we can see where they tend. 
. . . These ideals result not only in a limitation 
of outlook, but by replacing the real clinical meth- 
ods they destroy the efficiency of teachers in the 
examination of their patients by shutting them off 
from personal contact with disease.” 


Supplementing Clinical Information 


Such an opinion serves to stress the importance 
of intimate personal contact between the labora- 
tory investigator and the patient throughout the 
investigator’s professional career. In this way 
alone can he hope properly to understand clinical 
problems and to apply his knowledge towards their 
solution in the laboratory. The lack of such pre- 
liminary clinical training and maintenance of 
clinical contacts is apparent in most of our hos- 
pital laboratories. On the other hand, the modern 
clinician must, and the best clinicians do make use 
of all available laboratory facilities, not as a sub- 
stitute for their keenness of observation and per- 
ception but as a supplement to them. The rapid 
rise of diagnostic clinics in connection with our 
great medical schools and hospitals is a recogni- 
tion of the fact that the average physician is will- 
ing to accept such service. Indeed, in many 
instances he is compelled to do so in the interest 
of his patient’s financial limitations. 

It is in the light of such broad considerations 
that one must approach the problem of the modern 
hospital laboratory. The laboratory of to-day is 














ust 
ded 
ich 
ust 
im- 
. SO 
ent 
ks: 
are 
ere 
nd. 
‘ion 
th- 
the 

off 


nce 
ra- 
the 
vay 
ical 
\eir 
yre- 

of 
10S- 
ern 
use 
ub- 
er’- 
pid 
our 
mni- 
rill- 
any 


October, 1931 





THE MODERN HOSPITAL 








Each of the specimens illustrated has a folder describing the pathologic and clinical aspects of the case. 


far different from Liebig’s Giessen laboratory 
which was the first to be opened to students for 
practical study in 1825. The rapid increase in 
hospitals has outstripped the number of available 
laboratory directors who have undergone the 
requisite training. Of the present 7,000 hospitals 
in the United States,° approximately 6,000 have 
been built during the last fifty years. They pro- 
vide a total bed capacity of more than 900,000, of 
which approximately 700,000 beds are occupied by 
patients daily. It is this vast host of sick persons 
who are responsible for the 95 per cent of the 
routine laboratory work already mentioned—work 
devoted entirely to diagnostic procedures. The bulk 
of work involved may perhaps be visualized by 
the realization that a routine admission blood 
count, urine analysis and Wassermann test are re- 
quired in most of the better hospitals to-day. Yet, 
given sufficient technical assistance, the accom- 
plishment of such routine procedures is perhaps 
the least of the laboratory director’s problems. In 
an attempt to clarify the situation as it exists, or 


This plan of the four- 
teenth floor of the Colum- 
bia-Presbyterian Medical 
Center, New York City, is 
shows the arrangement of 
the clinical diagnostic and 
research laboratories. 
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will exist in the near future, the following analysis 
and constructive plan is offered to hospital di- 
rectors and chiefs-of-staff. 

The functions of a modern hospital laboratory 
may be broadly divided into diagnosis, teaching. 
research and public health work. From the stand- 
point of benefits derived these may be reclassified 
as follows: 

1. Immediate. 

a. Diagnosis. 

2. Remote. 

a. Education of the intern and nursing 
staffs. 

b. Postgraduate instruction. 

c. Research. 

d. Public health and preventive medicine. 

Clinical diagnosis is more subject to critical 
analysis than it was even a decade ago. This is 
largely due to the intensive development of the old 
Greek method of observation and experiment, as 
one may readily perceive by a perusal of current 
medical literature. Nothing is taken for granted. 

One of the results has been the rise of 
experimental pathology, a science that at- 
tempts to reproduce human disease condi- 
tions in lower animals. The recent adop- 


-eccooo f tion of a selective student body policy by 


several of our medical schools and a course 
of training designed to inculcate an appre- 
ciation of research have given additional 
impetus to the investigation of disease con- 
ditions in the laboratory. 

Routine laboratory study is no longer 
the work of one individual in the modern 
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large hospital. The laboratory director, although 
he himself may be well versed in the various 
branches of the laboratory field, finds it necessary 
to-day to supplement his own knowledge and abil- 
ity by that of highly trained specialists. Thus, we 
have a bacteriologist, chemist, pathologist and im- 
munologist supervising the work of their respec- 
tive departments, all the work being correlated 
with clinical study and research by the director. 
Selected patients suffering from obscure ailments 
to-day frequently receive an enormous amount of 
careful and time consuming study in the labora- 
tory. The accuracy of such work is the first con- 
sideration of every laboratory director, since these 
examinations are frequently the basis for pub- 
lished investigations and since no laboratory is 
beyond the critical eye of other competent investi- 
gators. Indeed, it has often been said that the rep- 
utation of a good hospital is made or unmade by 
the character of the work done in the laboratory. 














The Importance of Postmortem Study 





Perhaps nothing has done more to assist the 
clinician in acquiring diagnostic acumen than post- 
mortem pathology. It affords an opportunity for 
the clinician to see with his own eyes the patho- 
logic changes he has attempted to diagnose and 
treat during the life of the patient. Pieces of tis- 
sue taken from various organs are sectioned and 
stained so that the intimate tissue and cellular 
changes may be studied under the microscope (his- 
topathology). The periodic clinical-pathological 
conferences serve to present the accumulated ma- 
terial systematically, in the presence of the entire 
medical staff, so that not only those in immediate 
contact with a particular patient but all other staff 
members may benefit from the pathologic study. 
In this way the conference subserves a con- 
structive function as well as a destructive one, 
commending keen clinical observations and con- 
demning errors in diagnosis with unbiased judg- 
ment. 

At this point it may be well to stress the impor- 
tance of carefully planned and executed autopsies. 
Unless a laboratory is prepared to carry out com- 
plete studies during and after a postmortem 
examination, much of the value of this procedure 
will be lost. The study and preservation of material 
obtained are not only instructive at the time, but 
such material often serves as a nucleus for re- 
search and for a future hospital museum. 

The recent growth of diagnostic clinics has 
added another problem to the routine work of the 
hospital laboratory. It appears evident that they 
will prove superior to the old-fashioned dispensary, 
at least so far as the study of disease is concerned. 
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The teaching function of the laboratory is per- 
haps manifest in all of its activities but particu- 
larly is it manifest with regard to the training of 
interns, nurses and technicians. For the intern, 
the happiest and most lucrative years of his med- 
ical intellectual life are spent in the hospital in 
the intimate study and care of patients. From a 
hesitant student, filled with book knowledge, he 
gradually passes through successive stages of in- 
creasing responsibility until he emerges a confi- 
dent, courageous medical practitioner, fortified 
and tempered by his numerous contacts. Life-long 
impressions are made by his teachers who will 
influence to a large extent the nature and char- 
acter of his medical career. The importance of 
proper training at the bedside and in the labora- 
tory is at once evident. Careful work and the 
proper correlation of knowledge are as important 
as technical ability, for the latter is largely a mat- 
ter of memory and practical experience while the 
former is the result of personal contact with teach- 
ers of high caliber for a limited period of time. 

With regard to the undergraduate nursing staff, 
only broad principles in the laboratory diagnosis 
of disease, hygiene and sanitation should be taught. 
Few, other than those engaged in public health 
work, will ever find occasion to utilize any tech- 
nical laboratory knowledge in the nursing field. 

The proper education and training of tech- 
nicians are matters of great interest to future 
laboratory medicine. The haphazard training in 
vogue at the present has led to a motley array of 
private laboratories indulging in questionable 
practices and irresponsible work. In an attempt 
to remedy this state of affairs, national, state and 
city medical authorities have placed their stamp 
of approval (at best of questionable value) upon 
laboratories requesting such approval and con- 
forming to certain standards. This is not, however, 
the logical solution to the problem. The more likely 
remedy is to institute a proper educational course 
for technicians in connection with the university, a 
course leading to a degree or to some other tangible 
form of recognition. 





How Laboratory Museum Aids Teaching 


The laboratory museum can serve an admirable 
teaching purpose, provided the material is properly 
presented. Every mounted specimen should be 
supplemented by suitable explanatory legends, 
gross and photomicrographs, and a carefully com- 
piled summary of all clinical and laboratory data. 
In this way the student can visualize a clinical 
condition rather than merely an interesting patho- 
logical specimen. And, in the final analysis, we 
are concerned with the patient, not the specimen. 
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The example of this form of presentation is shown 
in the accompanying illustrations and represents 
the work of the surgical and pathological depart- 
ments of St. Bartholomew’s Hospital, New York 
City.’ 

Research should be planned and carefully car- 
ried out by every modern hospital laboratory. 
There is no more practical form than the research 
ward controlled entirely by the laboratory director. 
One disease is studied for a suitable period, the 
patients being obtained through the cooperation 
of the general hospital staffs and practitioners in 
the community and in the near-by towns. The 
latter are notified by means of ethical professional 
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announcements of the research being carried on. 
The patients are in all cases to be returned to 
the physicians originally referring them, with 
such recommendations as may be helpful in the 
management of the disease. Such practices will 
generally receive the enthusiastic cooperation of 
the profession at large. 

It should be the chief function of the laboratory 
director to assume full charge and responsibility 
for the carrying on of these studies. Such a plan 
was put into effect at the U. S. Public Health 
Service Hospital No. 81, where a ward of fifty beds 
was placed at my disposal for the study of epi- 
lepsy.. A special staff of nurses previously un- 
trained in research methods were taught to make 
accurate observations apd tests, and after a suit- 
able check-up training period became enthusiastic 
and proficient workers. This arrangement was 









This floor plan shows the convenient arrangement of the Bronx Hospital laboratory, New York City. 
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found necessary in order to carry out twenty-four- 
hour blood pressure estimations and certain con- 
tinuous observations on convulsive periods. A high 
type of research can be carried out in any hospital 
if the laboratory director is capable and receives 
the cooperation of the medical staff. 

In the rapidly advancing public health field, the 
laboratory has been and will continue to be an 
important factor. It is not within the scope of 
this article to discuss at length this important 
branch of medicine. My particular interest® lies 
in the summer camp movement which has reached 
such vast proportions in recent years, and in the 
training of the public health nurse in relation to 
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preventive medicine. In 1929 there were 2,737 
summer camps in the United States. Of these, 
1,537 were controlled by five of the six major camp 
organizations, comprising a summer camp popula- 
tion of 602,819 persons. At the end of 1930 there 
were 569 known typhoid carriers recorded for New 
York State. The possibilities incident to caring for 
such large groups of campers do not differ greatly 
from those existing in cities except that the facili- 
ties in the former are more or less temporary and 
the health hazards correspondingly greater. The 
field is woefully deficient in trained medical per- 
sonnel capable of exercising efficient hygienic and 
sanitary supervision. Local health departments 
lack facilities and staff members sufficient to cope 
with the temporary influx from distant cities or 
states. 

The hospital laboratory can play an important 
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part in the solution of this problem by instituting 
a short presummer course in sanitation for camp 
physicians and, if it is near camp communities, 
by supplementing the work of the local health 
department in a periodic examination of the water 
and milk supplies and food handlers. When physi- 
cians are not available, the intelligent public health 
nurse may serve as a substitute and should receive 
a similar course of training. The popularity of 
the summer camp has assured the permanence of 
the movement. Its steady growth will repay a far- 
seeing policy with regard to health protection, just 
as a single epidemic may set it back many years. 
Periodic physical examination and universal toxin- 
antitoxin immunization will be two of the summer 
‘amps’ contributions to preventive medicine. 

The training of the district, institutional and 
office nurse should, in part, be along similar lines. 
Her usefulness can be enhanced by a technical 
ability to do such things as a blood count, urine 
analysis, throat culture and milk and water 
sampling. 

The modern hospital laboratory has now been 
viewed in the light of the past and of a present 
whose short, high velocity wave lengths are al- 
ready beginning to penetrate a dim and uncertain 
future. As Duclaux’® has aptly put it: “It is be- 
sause science is sure of nothing that it is always 
advancing.” The rapid progress in the laboratory 
field affords ample evidence of the truth of this 
statement. 
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What the Public Health Service 
Hospitals Are Doing 


Approximately 500,000 persons apply yearly 
for care, treatment and physical examination at 
hospitals and other relief stations which the 
United States Public Health Service maintains at 
155 ports of this country and its possessions, ac- 
cording to a recent statement made by the service. 

In the twenty-five marine hospitals operated by 
the Public Health Service more than 300 doctors 
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and dentists, over 400 nurses, aids and dietitians, 
and approximately 1,800 other persons are con- 
stantly employed in the care of a daily average of 
about 4,000 patients. The annual expenditures in 
the marine hospitals and other relief stations are 
more than $5,000,000. The marine hospitals are 
all general medical and surgical hospitals except 
the hospital at Carville, La., the National Leper 
Home, and the hospital at Fort Stanton, N. M., to 
which are transferred merchant seamen and other 
beneficiaries suffering from tuberculosis, suitable 
for treatment in a high altitude. 

The Marine Hospital, Ellis Island, while pri- 
marily designed for detained immigrants, is also 
used for regular service beneficiaries, and all the 
marine hospitals admit patients of the Veterans’ 
Bureau when facilities permit. New marine hos- 
pitals have recently been completed at Detroit and 
Cleveland, others are in process of construction at 
San Francisco, 500 beds; Galveston and New Or- 
leans, 600 beds, and new marine hospitals have 
been authorized in New York, 600 beds, Balti- 
more and Seattle. The building program is neces- 
sary to keep pace with the development of the 
American merchant marine and to fulfill other ob- 
ligations of the government to provide hospital 
treatment. 

Those classes of persons who now are entitled 
to medical care and treatment from the Public 
Health Service are as follows: 

1. American seamen employed on board in the 
care, preservation or navigation of any registered, 
enrolled or licensed vessel of the United States. 

2. Officers and enlisted men of the Coast Guard. 

3. Officers and seamen on vessels of the Coast 
and Geodetic Survey. 

1. Officers and crews of vessels and certain 
keepers and assistant keepers of the Lighthouse 
Service. 

5. Officers and crews of vessels of the Bureau 
of Fisheries. 

6. Immigrants detained at immigration sta- 
tions. 

7. Seamen from vessels of the Army Engineer 
Corps and other vessels belonging to the Army. 

8. Seamen employed on vessels of the Missis- 
sippi River Commission. 

9. Beneficiaries of the United States Employ- 
ees’ Compensation Commission. 

10. Patients of the Veterans’ Bureau. 

11. Lepers. 

12. Officers of the Public Health Service and 
employees on field duty. 

13. Prisoners at United States penal and cor- 
rectional institutions. 

14. Patients at Federal Narcotic Farms. 
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Utilizing Postmortem Material 
as a Teaching Aid 








By J]. H. MUSSER, M_D. 


The Department of Medicine, Tulane University, New Orleans 


material be best utilized? 

The answer to this question depends 
upon whether the hospital is used as a teaching 
institution or whether it is entirely divorced from 
the instruction of undergraduate students of med- 
icine. Of course this does not imply that the in- 
stitution does not carry on that definite function 
of any hospital, instruction of the members of 
the staff. If a hospital is connected with a teach- 
ing institution, the postmortem and the postmor- 
tem material should be and are in the majority 
of instances utilized to the fullest extent. In most 
university medical departments the senior stu- 
dents who see a patient in the ward follow him 
to the autopsy room and learn by observation the 
explanation of the physical findings and the cause 
of death. With the same body the junior students 
may be instructed in the technique of the post- 
mortem examination and those taking the course 
in pathology are given the opportunity to study 
the preparations made for microscopic study of 
the tissues. 


Why the Staff Should Attend Autopsies 


H OW can the teaching value of postmortem 


In an institution that is not engaged in the in- 
struction of medical students frequently there is 
a decided tendency for members of the staff to 
fail to attend the postmortem examination. It is 
understandable that a man who has never seen the 
autopsy subject during life may not be sufficiently 
interested in the autopsy itself to attend when it 
takes place, but it is incomprehensible that any 
man who has studied a case during life should not 
wish to observe exactly what pathologic changes 
have taken place when the opportunity is present- 
ed at the postmortem table. The usual excuse for 
nonattendance at autopsies is that they come at 
inopportune times for the clinician ; often they are 
scheduled and performed within a few minutes 
after permission has been granted for the exam- 
ination, and frequently it takes too long to per- 
form them. These objections could be overcome by 
more complete understanding between the pathol- 
ogist and the clinician. 


The fundamental importance of autopsies is so 
generally recognized that it need not be dwelt 
upon here. The autopsy requirements for hospi- 
tals that are recognized for intern training by the 
American Medical Association exemplify the 
practices of thoughtful and intelligent members 
of the medical profession. 

If these foregoing statements are true, how, 
then, can the material be best utilized for instruc- 
tion of the medical staff? Not many will take 
issue with the statement that the best place for 
continuous postgraduate instruction of the active 
practitioner of medicine is the autopsy table, and 
to me it seems that this may be best carried out 
by the nonteaching hospital through a weekly 
clinicopathologic conference. At this meeting the 
tissues of bodies on which autopsies have been 
performed during the previous week should be 
presented, not necessarily of all cases but at least 
of those that showed anything of particular mo- 
ment. Even this is not absolutely necessary, but 
when autopsy material is limited it should be 
borne in mind that every postmortem examination 
is interesting. The demonstration of the patho- 
logic material should be preceded by a succinct, 
clear exposition of the clinical data. The diagnosis 
should be given and the reasons for it explained. 
A brief discussion by the members of the staff 
who might have ideas concerning the subject or 
who may want to ask questions should precede, 
then, the actual demonstration of tissues. The 
morbid organs should be presented by a patholo- 
gist and the essential pathologic features stated 
briefly but comprehensively. 


Conducting a Clinicopathologic Conference 


The pathologist should pay particular attention 
to the coordinations of the pathologic findings 
with the clinical observations. He should not 
spend much time on demonstrating pathologic 
curiosities or devote a long period to the micro- 
scopic description of the tissues, as they may be 
shown by lantern demonstration immediately fol- 
lowing the presentation of the gross material. At 
times it might be possible to have a fresh body 
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for the conference. This will vary the routine and 
add interest to the demonstration. The whole con- 
ference should be arranged with the idea that it 
should be stimulating, well prepared, reasonably 
concise, at all times wide-awake and never drag- 
ging. The clinician who is to present the case should 
be expected to say a few words about the disease 
from which the patient was suffering and it would 
be particularly appropriate for him to present a 
few prepared remarks concerning recent studies 
or advances in the particular disease that caused 
the death of the patient, as some of the staff mem- 
bers may not be familiar with this particular type 
of disease. 

The pathologist should have his material thor- 
oughly studied and he should be prepared to pre- 
sent the salient features found at autopsy, with a 
brief discussion of any advances that have been 
made in his particular field in the study of this 
disease. Such a conference should not last much 
longer than forty-five minutes. It should be sched- 
uled to take place at a regular time in the week and 
should be started promptly. In many hospitals 
attendance is required at staff meetings. At such 
hospitals attendance should be required at post- 
mortem conferences. If the conferences are held 
regularly and promptly, the clinician can arrange 
his weekly calendar so that he can devote this hour 
to his own instruction and to assisting in the in- 
struction of others. 

If it is utilized in the manner described, there 
should be little waste of autopsy material. If the 
conferences are carried out sensibly and not al- 
lowed to drag, interest in pathology would be 
stimulated among members of the staff and other 
intelligent physicians and it would follow that 
these men would be sufficiently interested to ask 
for an invitation to attend the conferences regu- 
larly. In this way the autopsy material in the 
hospital would be utilized not only for the benefit 
of the man who saw the patient in the wards but 
also for the members of the staff in general and 
for certain outsiders who would receive a bene- 
ficial type of instruction of which otherwise they 
would be deprived. 





America Has Few Cooperative 


Sick Benefit Groups 


While the high cost of illness appears to offer a 
real chance for cooperative effort in this country, 
few cooperative groups have taken advantage of 
this opportunity, according to information made 
available recently by the bureau of labor statistics, 
Department of Labor. 

Although there are a few scattered instances in 
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which medical or preventive work is done in the 
United States, they are not comparable to the activ- 
ities in foreign countries, in which many coopera- 
tive groups are providing medical treatment or sick 
benefits, are running health camps for children and 
members or are doing sickness prevention work of 
various sorts. In a few cases, it was pointed out, 
well equipped hospitals are operated by foreign 
cooperative societies. 

Perhaps the most ambitious effort of an Amer- 
ican cooperative society to supply medical care is 
that of the United Workers’ Cooperative Associa- 
tion of New York City. A suite of rooms in one 
of its apartment buildings is reserved for a health 
clinic. Here are a waiting room, a doctor’s office 
and a dentist’s office. The patient pays a flat fee for 
each visit. 

The cooperative Temperance Café of Chicago 
pays sick benefits of $1 per day to any employee 
who is ill more than a week. Sick benefit societies 
partake of the cooperative character, of course, but 
cannot be said to be part of the movement. 


Activities of the Workmen’s Cirele 


Perhaps the organization of this type which is 
most nearly cooperative in character is the Work- 
men’s Circle, which carries on many social activi- 
ties on a cooperative basis. Among these are sick 
benefits, operation of tuberculosis sanatorium and 
death benefits. 

The New York City branch of the organization 
pays sick benefits of $6 per week for a maximum 
of fifteen weeks per year. Data supplied the bureau 
by the organization show that the sick benefit de- 
partment has a membership of 57,691 persons, of 
whom 9,745 received benefits during the past year, 
totaling $357,833, or an average of about six weeks’ 
benefits per member. For these benefits each mem- 
ber paid a fee of $5.80 per year, the amount col- 
lected in fees in 1930 being $334,518. 

There are 17,832 persons enrolled with the med- 
ical section, each of whom pays $4.80 per year, 
which entitled both himself and family to service 
at the doctor’s office and at his own home. The 
section also makes arrangements for consultations 
and for operations by specialists at nominal fees. 

There is no restriction as to the amount of care 
which shall be rendered any one family during the 
course of a year. Forty-three physicians in the New 
York District work for the circle on a part-time 
basis, besides twenty-four specialists. The circle 
also operates its own health center. 

Labor organizations in this country, either by 
themselves or jointly with other trade unions, have 
taken steps to provide medical care, without profit, 
to their members. Such activities are found in New 
York, Cincinnati, Chicago and Los Angeles, 
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Satistying the Dietary 
Needs of Many 
Types of Patients 


By 
HELENE REUTIMANN 


Chief Dietitian, Jewish Hospital, Philadelphia 


is a problem of never failing interest to 
every dietitian. This problem is compli- 
cated at the Jewish Hospital, Philadelphia, by the 
fact that the dietitian must not only supervise the 
meals for acutely ill patients but also those for 
approximately sixty aged men and women who 
are spending their declining years in a comfortable 
home on the hospital grounds. 
In the hospital proper there are 357 beds and 
seventy bassinets. These represent facilities for 
approximately 113 private, forty-two semiprivate 
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and 143 ward patients of which 
thirty-one are children. In addi- 
tion, a hospital for those who 
are chronically ill is maintained 


by the Jewish Hospital. This 
houses fifty-nine patients. 

There are three kitchens in 
which the food for all types of 
patients is prepared. The diet 
kitchen serves all private and 
semiprivate diets, the metabolic 
kitchen serves all special diets, 
both private and ward, and the 
main kitchen serves the ward 
diets as well as food for interns, 
nurses and all the employees. 
Each kitchen as well’as the for- 
mula room is under the supervi- 
sion of a paid dietitian. 

The diet kitchen is situated on the ground floor 
of a private general and maternity building and 
is approximately 50 by 125 feet in size. Its walls 
are of light tan glazed brick which harmonizes 
with a dull red tile floor. The outstanding mechan- 
ical equipment consists of an electric dishwasher, 
which stands in a separate space walled off from 
the main kitchen, an electric stove and three large 
and eight small refrigerators. There is a small 
corridor which leads into the diet kitchen. To the 
left of this corridor are a large airy storeroom and 
an office for the dietitian. The entire kitchen is 
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well lighted and ventilated by windows of generous 
size on three sides. 

Because the hospital is on the outskirts of Phila- 
delphia and the area around about it is not so 
thickly settled as is the case in the heart of the 
city, it is necessary to provide housing facilities 
for the dietary personnel. This situation, of course, 
invites a roving class of men who wander from 
one hospital to another, working a few months 
here and a few months elsewhere. In the course 
of a year, many have been employed by the larger 
hospitals in the city. It is a wise dietitian who can 
choose good, steady labor from the class of men 
who constantly apply for work. About fifty white 
men are employed who perform all of the work in 
the kitchens and dining rooms of the Jewish Hos- 
pital. These men are fairly steady and efficient, 
especially at the present time when economic con- 
ditions have produced such a scarcity of work 
generally. 

The private patients are served by the central 
service plan, so that each tray is complete when 
it leaves the kitchen, the dietitian making a final 
check before it reaches the patient. All private pa- 
tients have their meals served on hot water plates, 
which gives additional assurance that the food will 
be served hot. This is especially necessary since 
the private patients are housed in two separate 
buildings—the Hackenburg Building, in which the 
kitchen is located, and the Guggenheim Building, 
which is about 200 feet away. It requires approxi- 
mately five minutes for the trays, which are 
transported on large trucks, to travel from the 
ground floor of the Hackenburg Building to the 
fourth floor of the Guggenheim Building. When 
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these trucks reach their respective floors, they are 
rolled into a small service kitchen and the nurse in 
charge is immediately notified that the trays have 
arrived. An hour is allowed for the patients to 
eat their meals and for the trays to be collected 
and placed on the truck for return to the kitchen. 
This truck is then taken back to the diet kitchen 
where the dishes are removed and washed. The 
dish warming closet is connected with the dish- 
washing room by sliding doors, so that when the 
dishes are washed they may be placed in the 
warmer without the worker leaving the dish- 
washing room. 

In the diet kitchen there are four student nurses 
who are taught how to set up trays and to prepare 
salads, desserts and milk formulas. These nurses 
are assigned to the diet kitchen for a month and 
are then transferred to the metabolic kitchen for 
duty. The metabolic kitchen is a room approxi- 
mately 15 by 12 feet in size. It is in reality a part 
of the diet kitchen. Here four student nurses are 
assigned who are taught such special diet work 
as the calculating and serving of diets and the 
follow up visiting of patients. The serving of the 
trays here is similar to that in the diet kitchen, 
except that a nurse must accompany every special 
diet truck to its destination to see that each tray 
reaches the patient for whom it is intended. 

The main kitchen is in a separate one-story 
building and is about 75 by 30 feet in size. 
Adjoining it on one side is a large bake shop where 
the hospital baker prepares pastries. A large re- 
frigerator adjoins the bake shop and is easily 
accessible to both the chef and the baker. On the 
opposite side of the kitchen, connected by a small 


A corner of the formula 
room of the Jewish 
Hospital, Philadelphia, 
is shown at the left. 
Among the equipment 
are a refrigerator, a 
sink, a sterilizer and a 
work table. 
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The private patients’ 
kitchen, pictured above, 
is equipped with an 
electrical range, which 
with its hood occupies 
the center of the room. 
At the right are shown 
private patients’ trays 
arranged on racks in 
front of the dish 
warmer in the diet 
kitchen. 











vestibule is the cafeteria in 
which all employees, other than 
nurses, doctors and technicians, 
are served their meals. These 
employees number about 160, 
and although the cafeteria 
method of serving has but recently been installed 
it has proved to be a successful and economical 
innovation. Formerly these workers were served 
in two separate rooms. It has been most gratify- 
ing to observe the actual saving of food since the 
dining rooms were combined into a cafeteria. 

The wards are served from the main kitchen, 
and the food is transported in insulated trucks to 
each floor. Upon arrival in the wards, the nurses, 
who have already set -up the trays, roll both the 
food and tray trucks out into the ward, and the 
food is thus served directly to the patient. This 
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plan ensures that the food is served hot and it 
also affords the patient a chance to state whether 
he desires more or less of any particular type of 
food. The dishes are then washed in a near-by 
ward kitchen and the food trucks, with any un- 
consumed food, are returned to the main kitchen. 

All food for the nurses is prepared in the main 
kitchen. It is dispatched to the nurses’ dining 
room by truck and is then transferred to a steam 
table preparatory to serving. The nurses’ dining 
room is a cheerful, well lighted room on the first 
floor of the surgical building. There are twenty- 
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three tables in this dining room, each being served 
by especially assigned waiters who are responsible 
for the proper cleanliness and orderly appearance 
of their tables. The dishes are washed by an 
electric dishwasher in the pantry. At the present 
time approximately 250 day nurses and forty night 
nurses are served here. Of the day nurses, approx- 
imately thirty-five are on special duty. The menu 
for the night nurses is the same as that supplied 
at the noon meal. 

The food for the old folks’ home is also prepared 
in the main kitchen, transported by food trucks 
and then transferred to steam tables. A few of 
these persons are given special diets, a waiter 
transporting this food from the diet kitchen. The 
interns’ and technicians’ dining rooms are also on 
the same floor as the o!d folks’ dining room. 


Fresh Foods Bought Twice Weekly 


All fresh fruits and vegetables are purchased 
twice a week. Our buyer, after a consultation 
with the dietitian, compiles a list of foods needed 
for each kitchen and is thus enabled to purchase 
more economically. It is to be remembered that 
the hospital is some distance from any large mar- 
ket, and the dietitian must therefore be doubly 
careful in ordering so that she does not run short 
of fresh foods at any time. 

Of the sixty-four patients in the hospital for 
chronic diseases, approximately fifteen are ambu- 
latory. For the latter a dining room has been 
provided, so that as many meals as possible may 
be eaten at the table. 

Chronically ill patients who remain in the insti- 
tution for long periods of time cannot always be 
fed according to present day dietary rules, but 
rather the dietitian must provide the kinds of food 
that they have eaten all their lives. 

Then, of course, there are the private patients, 
for whom a special effort is made to serve attrac- 
tive trays as well as balanced meals. It is sur- 
prising what a pleasing touch a few pansies, a 
spray of fern or a single rose will add to a tray. 
Holidays, too, are remembered by special tray 
decorations and appropriately gay menus which 
seem to give the homelike personal touch that is 
so often missed by the patient at such times. It 
has been said that the difference between home 
and institutional food is that one chief ingredient 
is never added in hospital cooking—the mother 
love that prompts a personal endeavor to please 
each member of the family. When the dietitian 
displays a personal interest in the patient’s tray 
and a knowledge of individual likes and dislikes, 
which can be gained only by a visit to the patient’s 
room, she often produces a near approach, a sat- 
isfactory substitute for this important ingredient. 
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The Passing of Individualism 


in Institutional Cooking 


A complaint about the “dreary monotony” of 
institutional cooking is the subject of editorial 
comment in a recent issue of the Pennsylvania 
Medical Journal which bemoans the fact that 
“from Maine to California, from Florida to Wis- 
consin, the same choice of foods is offered.” 

“But a few years ago,” the editorial points out, 
“one found some variety the spice of life and of 
cookery, in the old-fashioned dishes of New Eng- 
land, the baked beans and brown bread, the hulled 
corn, the baked Indian pudding, but now these 
things are not to be had anywhere, or if the names 
greet one, the things themselves are disappointing 
travesties of old toothsome delights. 

“It is the same with the indigenous dishes of 
all other parts of the country. The refrigerator 
car makes possible the dull uniformity of the 
menu, and fashion stupidly demands that the 
palatable things of one part of the country in 
which they are fresh, shall be perhaps ignored 
and transported 1,000 or 2,000 miles to a part of 
the country in which they are out of season. 

“It has been said that whether one smoke good 
or bad tobacco, or indeed whether one’s cigar be 
lighted or not, is a matter of indifference to the 
smoker sitting in darkness. To the blind man it 
must be ‘all one’ wherever he dines. Is it useless 
to appeal to chefs, cooks and caterers for the na- 
tive dishes of the country, cooked as the natives 
cook them? Individualism is as good for health 
in the culinary as in the sociologic art.” 





Where $420 a Day Is Spent 
for Food 


The dietary department of the Good Samaritan 
Hospital, Cincinnati, a 600-bed institution, spends 
for raw food for patients and personnel $420 a day 
or $152,000 annually, according to a booklet of 
information issued by the hospital. 

The hospital also donates $238,662.23 to free 
and part free patients every year. The value of 
services donated in the dispensary is $9,191.52; 
to free patients in the hospital, $74,494.74, and to 
part-free patients, $154,975.97. 

The per capita cost averages $6.06. This rate 
is based on the operating cost only, and does not 
include capital expenses. The Good Samaritan 
Hospital offers two-thirds of its adult beds for 
less than cost. Of the 135,000 days’ treatment 
given annually, 66 per cent is rendered to free 
and part free patients. 
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Why the Hospital Pharmacy Should 


Sell to the Public 


By GEORGE D. SHEATS 


Superintendent, Baptist Memorial Hospital, Memphis, Tenn. 


\ ," 7 HEN hospitals that have been organized 
for the care of the community’s indigent 
sick receive no state or municipal aid 

and are solely dependent upon their own efforts 
for maintenance, they are beset by many schemes 
to obtain funds to carry on their work. Many hos- 
pitals are in dire straits at the present time due to 
the fact that they are confronted with more de- 
mands for charity than ever before. How shall 
hospitals meet the conditions that are general 
throughout the country? 


One Hospital’s Experience 


Several years ago, the directors and trustees of 
the Baptist Memorial Hospital, Memphis, were 
faced with the problem of making ends meet. After 
prolonged study they conceived the idea of building 
an additional unit to the institution, which would 
include doctors’ offices, for the sole purpose of 
deriving revenue that could not be obtained 
through patients’ fees alone. A pharmacy in the 
building was considered a necessity. The question 


then arose, “Who shall run the pharmacy?” Inas- 
much as the entire revenue from the pharmacy 
was to be used for charitable purposes it was con- 
sidered not only expedient but necessary that the 
hospital should run the pharmacy. 


Different From the “Corner Drug Store” 


The directors realized that if the pharmacy were 
operated by the hospital, a code of ethics and stand- 
ards should be established and maintained in keep- 
ing with the excellent reputation of the hospital. 
After due deliberation, they decided on policies 
that were entirely different from those that govern 
the average corner drug store which deals in ra- 
dios, light globes, bathing suits, salads, sandwiches 
and farm implements. These policies may be enu- 
merated as follows: 

1. That patent medicines would not be sold or 
tolerated in any form. 

2. That no employee would be allowed to “‘coun- 
ter prescribe,” a practice followed by some corner 
drug stores. 
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3. That only recognized, nationally known phar- 
maceuticals and chemicals would be stocked and 
that under no circumstances would substitutions 
be made. 

The whole-hearted approval of the entire staff 
of the hospital has proved that these policies are 
sound in principle. This has been noticeable also 
in that many manufacturers who cater exclusively 
to the medical profession have requested the phar- 
macy of the Baptist Memorial Hospital to be their 
sole distributors in this vicinity. 

The manager of the store is a “hospital phar- 
macist,” and when I say “hospital” I mean just 
that. He has been specially trained in his work for 
ten years. He has four assistants, all of whom are 
registered pharmacists and who have had from one 
to four years’ experience in hospital work. One 
major point that has not been overlooked in the 
education of these pharmacists is the special train- 
ing they have received in standardized hospital 
technique in the preparation of all solutions that 
are to be used for intravenous injections. Extreme 
care is taken in the water used for all prescrip- 
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tions, only double distilled water being used. The 
pharmacists have also been trained extensively in 
the subject of sterilization. Our pharmacist is at 
present supplying Dakin’s and Fischer’s solutions 
to a number of drug stores in Memphis. 

A complete stock of biologicals, vaccines, chem- 
icals and toilet necessities, such as tooth paste, 
toothbrushes and soaps, is kept on hand at all 
times. In addition to this, there is also a complete 
line of reading matter such as magazines and light 
fiction. 


Use of the Profits a Deciding Factor 


It can readily be seen that a pharmacy run in 
such a manner is of material benefit. The patients 
receive only prescriptions that are prepared scien- 
tifically, and the same service is also available to 
the public. There are fifty-two physicians in this 
building, all of whom patronize the pharmacy al- 
most exclusively for supplies for their offices and 
for prescriptions for their patients. In addition to 
this, 475 employees of the hospital, including pupil 
nurses, graduate nurses and clerical workers pat- 
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That the pharmacy of the Baptist Memorial Hospital, Memphis, Tenn., is ready for all emergencies is evident from this 
view of its well stocked shelves and well equipped counter. 
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An exterior view of the pharmacy showing the window display. 


ronize the store to a large extent. And of course 
patients are supplied with the necessities they re- 
quire during their hospital stay. 

Much has been said and written about whether 
or not a pharmacy, open to the public, should be 
operated by the hospital. My contention is that the 
purpose for which the profits from such a project 
will be used will decide this matter. If a hospital 
is unable to carry on its work without assistance, 
it is justified in running a pharmacy. Not only 
that, but it is to be commended for assuming the 
burden of caring for the indigent sick. 


A Great Help to Free Work 


This opinion, I realize, is open to discussion and 
to probable criticism. Nevertheless, the fact still 
remains that if the Baptist Memorial Hospital had 
not been assured of this additional revenue, it 
would have been compelled to curtail the amount 
of free work done, and probably would have had 
to appeal to the public for funds to finance such 
work. 

During the past year the charity work done by 
the hospital amounted to $251,887.58, which is 
40 per cent of all the work done. The pharmacy 
carried the burden of 121% per cent of this work. 
lt seems, therefore, that such an arrangement is 
of material benefit to a hospital that is faced with 
a similar situation. 


A Consultation Service for Patients 


of Modest Means 


An attractive little booklet has been issued by 
Mt. Sinai Hospital, New York City, describing the 
hospital’s consultation service for persons of mod- 
erate means. The service will be ready to receive 
patients in the fall. 

“The service,” according to the booklet, “is de- 
signed as an aid to the physicians of the commu- 
nity in the investigation of patients with clinically 
obscure conditions requiring multiple consulta- 
tions and laboratory examinations in order to 
establish a diagnosis. 

“The economic level of eligibility is to be a 
maximum income of $2,400 a year for unmarried 
individuals and $4,000 for total family income. 
For families of more than five members an extra 
allowance of $400 will be added for each additional 
dependent. 

“Tentatively a flat fee of $35 will be charged 
all patients regardless of the nature of the illness 
or the number of consultations or laboratory exam- 
inations that may be required. An effort will be 
made to maintain a flat fee schedule in preference 
to a sliding scale. 

“The work of the clinic will be limited ex- 
clusively to diagnosis. 
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Why a High Level of Nursing Service 
Is Needed at Night 


By JOSEPH C. DOANE, M.D. 


Medical Director, Jewish Hospital, Philadelphia 


TAL, there have been discussed in this depart- 
ment various angles of the nursing problem. 
These articles have dealt largely with the prac- 
tical and basic aspects of the question and have 
not attempted in any way to discuss such matters 
as the building of curricula or the exemplification 
of those pedagogic principles commonly accepted 
as essential in the representative schools through- 
out the hospital field. These sketches have there- 
fore been intended to provide general information 
to hospital executives and members of boards of 
trustees rather than to serve in any specific or 
authoritative capacity. No apologies are offered 
however, for the superficial character of these dis- 
cussions, because whatever progress is made in 
schools for nurses depends upon those men and 
women who control the purse strings of the hos- 
pital. These persons must be wholly sympathetic 
and fully informed if the best results in nursing 
education are to be obtained. 

It is the purpose of this sketch to conclude this 
series of articles with some observations concern- 
ing the nursing of patients at night. In addition, 
those nonbedside activities that are so essential 
and yet so little appreciated by casual observers 
will be briefly discussed. 


When the Hush of Night Falls 


[° THE last two issues of THE MODERN HOSPI- 


It has frequently been remarked that the hos- 
pital at night presents a picture that little resem- 
bles that of the daylight hours. The air of hurry 
and tenseness, even the appearance of the rooms 
and corridors, has been replaced by an atmosphere 
of composure, by darkened corridors and by quiet 
and orderly wards. Many persons, however, fail 
to consider that the care of sick persons requires 
a twenty-four-hour service, and that, even with 
the falling of night when certain hospital proce- 
dures cease, the active and intimate medical and 
nursing care of the sick must go on. 

The efficiency of the night hospital is probably 
in many respects much lower than that of the in- 
stitution at any other time. Only half of the mem- 


bers of the resident staff are usually on duty then; 
fewer nurses are at work; the members of the 
visiting staff are seldom needed at their patients’ 
bedsides. Yet there is no halting the insidious 
progress of disease or the stealthy approach of 
death. Hospital executives, knowing this, are as a 
rule insistent that the supervision of the nursing 
care of the patients, as well as of all types of med- 
ical work in the institution, shall be kept at a high 
level during the night. 


Things Are Not Always What They Seem 


As one walks through the corridors and wards 
of a hospital at night, one observes frequently an 
atmosphere of quiet and of orderliness that is not 
always justified by closer inspection. In the mind 
of one unacquainted with medical work, long rows 
of carefully spaced beds, with patients quietly 
resting or sleeping therein, are likely to create an 
impression of good hospital service. A nurse on 
duty may be busily engaged in charting or in per- 
forming some other type of clerical work. A more 
careful inspection of the patient, his body, his bed 
and his morale must be made, however, to learn 
whether or not such appearances are misleading. 

There is no time during the busy twenty-four- 
hour day of the hospital when the art of nursing 
can be more effectively applied than during the 
night hours. To the patient the approach of dark- 
ness is often a time to be dreaded. For him, the 
hours between sunset and sunrise drag with in- 
terminable slowness. His fear of being unattended 
when he needs aid is too often justified. At this 
time, the deft arrangement of pillows and bed 
coverings, the meticulous administration of medi- 
cation and nourishment, the employment of good 
judgment as to when pain has reached a point 
requiring a narcotic and the assurance of ultimate 
recovery when morale is at its lowest, are services 
that often are of paramount importance to the 
patient. 

A good night superintendent, therefore, is a 
sine qua non for the safety of patients during the 
night. Indeed, the night superintendent of nurses 
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in many instances is required to perform not only 
nursing duties but also those assumed by the su- 
perintendent of the hospital during the day. It is 
she who is responsible for the issuance of proper 
orders in any emergency. The protection of life 
in the case of fire or attempted suicide; the pre- 
vention of the infraction of hospital rules; the 
arrangement of the administrative details of 
emergency operations; in fine, the issuance of 
directions for the handling of all unusual situa- 
tions usually fall upon her shoulders. She must 
use her judgment as to when to summon physi- 
cians and as to the proper solution of a hundred 
and one different problems. Indeed, she is often re- 
quired to assume a degree of responsibility that 
is in keeping neither with her salary nor her 
experience. 

Highly Qualified Night Superintendent Essential 


The hospital executive often is rightfully more 
concerned when he does not receive from the su- 
perintendent of nurses a morning report of diffi- 
culties encountered at night, than when he is 
informed of the infraction of rules or of the 
occurrence of unexpected difficulties. A hospital 
that runs too smoothly is often one that will bear 
the closest inspection. The night superintendent, 
therefore, must be a woman of force, intelligence 
and tact; above all, she must be endowed with an 
administrative ability that informs her as to when 
rules may be broken in the best interests of the 
patient and when they should be enforced. 

Because of present day regulations in schools 
for nurses and because of certain more or less 
definite instructions emanating from boards of 
nurse examiners, the night force of nurses is not 
often unnecessarily large for the work of the 
hospital. More often, it is decidedly too small in 
number. For example, in a certain school of ap- 
proximately 130 pupil nurses, thirteen, or ten per 
cent, are assigned to night duty. Of a total nurs- 
ing personnel of slightly less than 150, only 15 
per cent are regularly on duty at night. Instead, 
therefore, of the proportion of one nurse to three 
patients, as is the case during the day, one nurse 
is expected to care for fourteen patients at night. 

One immediately surmises that the reason for 
such a variation in these ratings is that most 
patients require little or no care at night. Such, 
however, is not always the case. Too frequently 
patients urgently require attention that is not 
promptly given because there are too few bedside 
attendants. There is more to treating hospital 
patients properly than operating on them and 
dressing their wounds: The night nurse who does 
not recognize and act on this truth misses many 
opportunities for service. 
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The business of learning what orders for pa- 
tients are to be carried out during the night and 
of making certain that none have been overlooked 
or neglected is a serious one. There are several 
night order systems in vogue throughout the hos- 
pital field. In some large institutions, in which 
the number of patients assigned to each night 
nurse greatly exceeds even the ratio already given, 
there exists what is designated a night order book 
in which the ward physician is required to write 
all instructions for the night care of his patients. 
The purpose of this book is to gather into one 
volume all orders covering night care, instead of 
the physicians’ having to rely on the ability of 
nurses to obtain their instructions for night medi- 
cation by inspecting the individual charts. 

The weakness of this system lies in the fact 
that when a patient is discharged, transferred or 
dies, his chart does not contain a complete record 
of his hospital treatment. The filing, as is neces- 
sary in this case, of night and day treatment 
sheets at different points, makes possible the loss 
of one or the other or, at least, their permanent 
separation. To obviate this difficulty, some hos- 
pital executives have installed a loose leaf system 
in which the night order book is still retained 
but by which night order sheets may be removed 
and filed with the original chart when a patient 
leaves the ward. Under this system, night order 
sheets are identical with those employed during 
the day, so far as printing and ruling are con- 
cerned, with the possible exception that they may 
be varicolored or plainly labeled to designate their 
use. 


Telephone Treatment Orders Condemned 


The problem of filling telephone treatment 
orders arises more frequently during the night 
than during the day. Stringent rules should exist 
and must be enforced, prohibiting, except in the 
case of the gravest emergency, a telephone order 
for medication. Physicians in such cases should 
be permitted to transmit such orders through the 
night superintendent, but they in turn should be 
required to visit the ward immediately and in- 
scribe this order on the chart. 

The question of the interpretation and execu- 
tion of standing night orders is also one that must 
be carefully decided. B.i.d., t.i.d., or q.i.d. orders 
frequently apply only to daylight hours, although 
in some institutions in which no change in the 
system of ordering is made after 7 p.m., a q.i.d. 
order may call for the administration of a medi- 
cine four times in twenty-four hours. In some 
cases, the letters t.i.n., b.i.n., and q.i.n. designate 
night treatment only. 

It is of the greatest importance also for night 
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nurses to have immediately available a supply of 
all drugs likely to be required. Usually the hospi- 
tal drug store is closed after 9 p.m., and some- 
times access to it is not possible until morning. 
It is the responsibility, therefore, of the night 
superintendent to have at hand at all times a 
supply of emergency drugs. 


Rules the Night Nurse Must Follow 


Every training school procedure book should 
contain definite instructions relative to such 
matters as rigidly requiring the staff night nurse 
as she comes on duty to acquaint herself quickly 
with the condition of all critically ill patients and 
with the existence of any uncompleted orders that 
have been carried over by the day service. The 
absence of the nurse from the department without 
relief; the borrowing of articles from one depart- 
ment by another; the enforcement of institutional 
rules as to quiet; the extinguishing of lights at 
the proper time; the use of the floor telephone; 
the proper procedure to be carried out in the case 
of the death of a patient; the calling of resident 
physicians by the night superintendent and not 
by the pupil nurse, are all matters of vital im- 
portance to the welfare of patients generally. 

The preparation of the night report by the nurse 
in charge of each department and its proper 
transmission through channels to the directress 
of the training school are matters of orderly 
procedure that are carefully observed by all well 
conducted schools. The night superintendent, 
therefore, finds her tour of duty full of important 
matters, all of which intimately affect the morale 
of the hospital and the safety of its patients. 

There are other matters of importance which 
can only be briefly mentioned. Many a physician 
has visited a hospital floor or ward at an unusual 
time of the night and has been distressed because 
he was unable to find a nurse to whom he might 
transmit orders for the treatment of his patient. 
In some institutions, the nurse is required to in- 
scribe on a small blackboard, or even an ordinary 
child’s slate, the number of the room or ward 
where she may be found. This is so placed in each 
floor office that a physician may quickly find the 
nurse he is seeking. This, of course, is only neces- 
sary when a nurse is engaged in some time con- 
suming work such as the administration of an 
enema or pack, or when she is assisting in the 
performance of a dressing. 

On private floors night nursing is likely to be 
more effective than in the wards. Too often one 
observes a ward of twenty or thirty patients with 
but one pupil nurse in charge during a large por- 
tion of the night. Such an assignment is espe- 
cially inadequate in surgical wards where post- 
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operative patients are almost always to be found. 
It is regrettable that in all hospitals, the patient 
cannot receive more intensive care during the 
first and second nights following a major opera- 
tion. If one special nurse could be assigned to 
every three or four or even half a dozen post- 
operative patients, the care given would be vastly 
superior to that usually provided. The routine 
nursing care of a large number of patients, amony 
whom are to be found several postoperative cases, 
is entirely too great a task for one nurse, even at 
night. Of course, in some instances, there is a 
“P.R.N.” or floating group of nurses upon which 
a call for aid may be made when unusual demands 
exist at any place in the hospital. Just as fre- 
quently, however, such emergency help is not 
available and, although an extra nurse may be 
assigned to ward duty until midnight, these pa- 
tients are likely to require care that cannot be 
given to them, even though the nurse is earnestly 
endeavoring to perform her duty. This is particu- 
larly true of the night care of children in the 
pediatric department. One nurse should not be 
required to care for more than six or seven chil- 
dren if they are in any way seriously ill. In the 
medical department, a ratio during the night of 
one nurse to even fifteen or twenty patients is 
vastly more satisfactory than in the department 
devoted to the care of surgical patients. More- 
over, here, an orderly in the men’s department and 
an attendant in the women’s department can be 
of greater service to the nurse in charge than 
they would be in the surgical ward. 

The alert superintendent of nurses should make 
it her business personally to acquaint herself with 
the type of night care given patients, and if she 
fails so to do she may lay no claim to performing 
her duty fully toward the hospital and its charges. 


“Nonbedside Nursing” Requirements 


Less spectacular from the standpoint of the 
visitor, yet as important as the actual bedside 
nursing care of patients, are those services that 
may be called “nonbedside nursing.” The care 
of patients in operating rooms, delivery rooms, 
dispensary, x-ray and special therapy departments 
is surely vital to the welfare of the sick. 

There is no fixed ratio of adequacy for nurses 
assigned to the operating rooms. In one hospital, 
8 per cent, in another 10 per cent and in still 
another 12 per cent of the total nursing personne! 
were concerned in performing the work of the 
operating room suite. This ratio will, of course, 
depend largely on the type of hospital, since in an 
institution largely surgical in character a greater 
number of nurses must be assigned to this de- 
partment. Moreover, a great deal of work that 








\e ' 


sr ow CY ''Ve 









October, 1931 


bears only indirectly upon the care of the patient 
must often be performed in the operating room 
suite. Reference is here made to the preparation 
and sterilization of gauze products and solutions 
for use in all other institutional departments as 
well as in the operating room. This department, 
of course, should be in charge of a trained super- 
visor with one or more assistants and with a suffi- 
cient number of student nurses. Such activities 
as the manufacture and sterilization of sponges 
and the preparation of trays require the most 
careful supervision. 


What Operations Cost the Hospital 


It has been recently computed that the cost to 
the hospital for each operation far exceeds the 
fee the institution exacts. In most institutions, for 
example, an operating fee of $10 is charged. When 
one considers the time consuming and hence costly 
character of nursing attendance and the cost of 
gauze products, sutures and instruments as well 
as of heat, light and other services necessary for 
a well run operating room, it is easy to under- 
stand that even the $10 operating room fee does 
not meet the expense of providing this service. 
Incidentally, even a $5 charge for anesthesia 
is frequently insufficient to meet the actual 
expense entailed. Gas and ether anesthesia ad- 
ministered over more or less prolonged periods 
quickly require the expenditure of amounts 
greater than this. Moreover, to supply the service 
of an anesthetist is certainly not inexpensive. The 
hospital, therefore, requires the presence of the 
most skillful nursing help in the operating room 
and should under no circumstances economize 
here at the expense of safety to the patient. 

The delivery room is another specialty service 
in which technique must be developed to its high- 
est level and in which only the most skilled, con- 
scientious and faithful nurses must be used. Here 
again, the supervisor must be not only a good 
administrator but a specialist in her line. She 
must have one or more assistants and during the 
night hours her most trustworthy aid must be 
available for deliveries. The responsibility of 
safely supervising the nursing work of 100 or 
more deliveries a month is no little load for the 
supervisor to carry. Particularly is this true when 
one considers the well known tendency of ma- 
ternity work to vary from no deliveries to half a 
dozen or more in one night. 

In studying bedside nursing ratios, we must 
consider the necessity of providing for proper 
delivery and operating room personnel, and we 
should not fail to deduct this number from the 
total nursing force available before such ratios 
are computed. 
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Frequently as many visits are made to the 
average hospital dispensary in a month as there 
are admissions to the hospital in a year. Here, 
too, is required the presence of a thoroughly 
trained administrator-nurse and a sufficient num- 
ber of students to assist in the routine out-patient 
work. Almost as many nurses are required here 
in the average hospital of medium size as are 
required to carry out the work of the operating 
room. It is regrettable yet frequently true that 
inferior equipment and personnel are frequently 
assigned to the dispensary, whereas this work is 
considered by many to be as important to the 
community as is the in-patient service. 

To provide these nonbedside nursing services, 
therefore, is of the greatest importance in spite of 
the fact that they are costly to the hospital. There 
are no figures that are generally accepted as 
designating the number of nonbedside nurses 
necessary per patient unit, nor is it possible to 
secure reliable statistics that can be universally 
applied as to the number of bedside nurses neces- 
sary to a hospital of any given size. 

This sketch closes, as the series began, by 
stating that board members and hospital superin- 
tendents should lose no time in fully acquainting 
themselves with the basic details of providing 
good nursing service for their institution’s pa- 
tients. The method by which such information 
can be best obtained is not to accept unquestion- 
ingly statistical tables prepared by the superin- 
tendent of nurses, but rather to accompany her 
on actual tours of inspection and thus learn at 
first hand the underlying reasons for what is often 
considered an excessive cost in providing nursing 
care. 





Window Glass and Ultraviolet 
Rays 

The subject of ultraviolet rays, recognized by 
biologists and physicians as of special importance 
for healing purposes, particularly in the treatment 
of rickets, is reported on by- the Bureau of Stand- 
ards in its Journal of Research in an article giving 
data as to the amount and variations of these rays 
in sunlight. 

It has been found that common window glass 
shuts out some wave lengths of sunlight that have 
the property of preventing rickets, the Bureau of 
Standards states. Spectrum analysis shows that 
the constituent shut out by window glass consists 
of the shortest ultraviolet wave lengths in sunlight. 
This constituent or component of the total incident 
sunlight is greatly reduced by the presence of 
smoke and dust. 











Editorials 
OO 
More Hospital Beds Are Needed 


NE of the false reports that have been gen- 
() erally circulated about hospitalization is 

that the hospital field has been overbuilt 
during the past few years and that we must now 
go through a period of slackened building pro- 
grams until population can catch up with the 
existing facilities. 

Nothing could be further from the truth and 
statements of this kind have done all hospitals 
untold harm. It is true that during the recent 
months of economic struggle some hospitals have 
been forced to close their doors and others have 
been taken over by creditors’ committees but these 
cases do not of themselves prove that there are 
too many hospitals. 

Excluding New York City and Chicago, in which 
cities it is extremely hard to calculate the proper 
number of beds to the community, there is actu- 
ally a dearth of general hospital beds. Indeed the 
whole country will show that there are fewer beds 
in existence than are needed. What must be done 
in the future is not to curtail reconstruction pro- 
grams and the erection of new hospitals but to 
proceed more carefully before the building pro- 
grams are launched. 

Honest surveys of community needs must be 
made and some curb must be placed upon the 
building of hospitals in spots where they are not 
needed. In the larger cities it is difficult to control 
the building of new private hospitals and we find 
that if a physician or a group of physicians and 
surgeons with no hospital connection wants to 
build an institution they are apt to do it no mat- 
ter how much advice is given to the contrary. Par- 
ticularly has this been true in New York and Chi- 
cago. For some unknown reason doctors have an 
idea that hospitals do or should make money and 
that under their joint management they would 
make money. On this premise many private hos- 
pitals of from fifty to 150 beds are built only to 
come to financial grief later. Some hospitals in 
Chicago established for ten years or more under 
such auspices have made money and because of 
these others have tried the scheme only to fail. 
Hence the story is circulated that there are too 
many hospitals. Let it be noted that in Chi- 
cago and New York City the larger well estab- 
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lished hospitals not organized for profit have 
weathered the storm magnificently and are emerg- 
ing from these unusual times as strong and in 
some cases stronger than ever. 

In the future both sentiment and foolhardy 
ideas regarding the possibilities of hospitals as div- 
idend payers must be discarded for the more accu- 
rate methods of measurement. We have a huge 
construction program to undertake—old buildings 
must be replaced and new institutions erected if 
we are to keep pace with the growing demands for 
hospitals. We must be honest enough to decide 
against construction in communities when it is not 
needed as well as to urge additional accommoda- 
tions when they are needed. The hit-and-miss 
method of hospital construction must be aban- 
doned and scientific surveys encouraged and above 
all we must be careful not to aid in spreading the 
misstatement that there are more beds than are 
needed at the present time unless the statement is 
qualified to fit an individual locality. 


Educational By-Products of Hospital 
Activity 


TEACHING hospital is usually considered 
to be one that is more or less closely associ- 


ated with a school of medicine. But no in- 
stitution that accepts patients for treatment can 
function without either deliberately or uncon- 
sciously contributing to its community some by- 
product of an educational nature. Since physi- 
cians, nurses and attendants all learn by doing, 
the hospital that hopes to keep abreast of the 
times must not assume any attitude of passivity 
in matters educational. 

Perhaps the most valuable return the hospital 
receives from these activities is the spirit of sci- 
entific alertness that is constantly present in a 
greater or lesser degree wherever teaching is car- 
ried on. Physicians are more alert, postmortem 
percentages rise and patients receive more thor- 
ough and effective study and treatment. No hos- 
pital can stagnate when students daily walk its 
corridors and wards. 

The school for nurses must represent an activ- 
ity conducted on sound scientific and pedagogic 
lines. The courses for interns and residents must 
be deliberately planned and faithfully carried out. 
A school for anesthetists offers a fine opportunity 
for preparing graduate nurses for useful lives of 
service to the sick. The hospital record room may 
easily be utilized for the training of record libra- 
rians. The clinical laboratory may be utilized as 
a place for training technicians. If the profes- 
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sional work of the hospital is of a high order, 
graduates in medicine will soon seek residencies 
and will gladly serve without expense to the insti- 
tution. Where teaching is, there will be found an 
atmosphere of inquiry that represents the antithe- 
sis of stagnation and of scientific self-satisfaction. 


The Deadly Automobile 


T WOULD be difficult to convince accident 
| ward physicians that the incidence of auto- 

mobile accidents is decreasing even though a 
prominent state official in an Eastern common- 
wealth is quoted as having said so. The hospital 
must bear the brunt of the vacation week-end 
holocaust of highway accidents. So universal is 
the habit of wandering far from home and so 
general is the business of long distance trucking, 
that often the injured ones have no local residence 
and almost as frequently no funds with which to 
meet hospital expenses. 

Fortunate is the hospital that is located in a 
state that permits the attachment of personal 
property or of the automobile itself for payment 
of the expense of treatment. In the deficit of 
many smaller institutions on or near through 
highways are likely to be found sizable items that 
represent money spent in the treatment of these 
unfortunate or foolhardy injured persons. 

To save life and limb is of the greatest impor- 
tance, but when this attempt has been consci- 
entiously made, the expense incident thereto 
should not wholly revert to the hospital. When 
will the lust for speed and the death dealing mix- 
ture of alcohol and gasoline be brought under con- 
trol? Until then the hospital will continue to be 
the unexpected destination of many carefree yet 
careless pleasure seekers. 


Is Your Hospital Included? 


N THE calendar year 1930, 664 hospitals in 
| the United States met the standards for in- 

ternship established by the Council on Medical 
Education and Hospitals of the American Medical 
Association. 

Data relative to this service of definite interest 
to all hospital administrators are published and 
analyzed in the August 29 issue of the Journal of 
the American Medical Association which is the 
annual educational number. 

The data are based on questionnaires and on 
visits to hospitals madé@ under the auspices of the 
Council on Medical Education and Hospitals, 
which officially limits the field of intern education 
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to institutions that meet the following require- 
ments: supply adequate clinical material; have an 
organized ethical staff; provide laboratories under 
competent medical supervision; make available li- 
brary facilities; require complete clinical charts; 
perform necropsies on 15 per cent of deaths occur- 
ring in the hospital and impose regulations gov- 
erning intern conduct and duties. 

The 664 hospitals approved provide 6,124 in- 
ternships and as the number of medical graduates 
for the year 1930-31 is only 4,735, hospitals should 
bestir themselves to see that their conditions for 
intern service are such as will attract candidates, 
otherwise they will find themselves understaffed in 
this vital aspect of their service. 

A striking and significant feature of the Jour- 
nal’s report on these hospitals is the greatly in- 
creased interest noted in necropsies. There were 
only seventy-one intern hospitals that had less 
than 15 per cent necropsy performance in 1930 
and most of these were nearly up to the require- 
ment. This is a marked improvement since 1926 
when a survey revealed that the majority of hos- 
pitals were deficient in necropsy performance. 

A table showing the salaries of interns in ap- 
proved hospitals in 1930 will be of interest to 
hospital administrators. It shows that of the 
6,124 interns concerned, 2,842 received no com- 
pensation and 1,653 received $25 a month or less. 


Staff Psychology 


ANY an otherwise successful superin- 
M tendent has found himself unable to 

cope effectively with a temperamental 
and recalcitrant staff. 

For reasons usually difficult to fathom, there 
often exists an armed neutrality between physi- 
cians and executives. In too many instances this 
spirit of suspicion, of resentment of the presence 
in the hospital organization, each of the other, 
flames into an uncontrollable open warfare. Hos- 
pital organizations and even whole communities, 
have thus been riven by strife, the physician 
openly defying the superintendent and the execu- 
tive valiantly if often vainly fighting back. In the 
heat of the fray each takes a place of importance 
wholly unwarranted, for the patient is the chief 
sufferer in these encounters. 

The inception of such misunderstandings usu- 
ally centers about the enforcement of hospital 
rules which touch on the scientific work of the 
hospital. The superintendent often without tact 
insists that the physician obey the edicts of the 
board of trustees. The physician, rightfully de- 
manding respect for his profession, wrongly con- 
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strues the action of the executive as one of per- 
sonal affront or of persecution of himself. 

The board of trustees, not desiring any un- 
pleasantness, temporizes, and the staff, misunder- 
standing this attitude as one of timidity, demands 
the official head of the executive. Prompt and 
firm board action at this point usually dispels the 
storm. Once the authority of the executive has 
been successfully flaunted by an angered staff phy- 
sician, the morale of the administrative hospital 
group quickly drops. 

Professional staffs are of the greatest impor- 
tance to the hospital, but no physician or group 
of physicians can be allowed to assume the ad- 
ministrative reins of the institution. The board 
of trustees must dominate every phase of the hos- 
pital’s work. The superintendent being its legally 
constituted executive officer should deserve and 
must require the obedience due his superiors. If 
the executive and the staff cannot work together 
either one or the other should be asked to resign. 


Operative Mortalities 


for the performance of elective operations 
during the superheated period of midsummer. 
Moreover, none will deny that even though life is 
not lost, the postoperative patient must and does 
suffer more intensely in hot and humid weather 
than would be the case earlier or later in the year. 
Why this unreasoning haste to operate? Are 
young and aspiring surgeons more generally per- 
mitted to operate in the vacation season than 
after their seniors have returned from their holi- 
day? Why the necessity for such militant insist- 
ence on adequate preoperative study before the 
operating table, the scalpel and the hemostat are 
called into use? To be sure, careful physical and 
laboratory examinations are less dramatic than 
is the business of incision and suture but they are 
fully as life saving. Is spinal anesthesia safer in 
some instances than is ether, and if so, when and 
why? Should not the monthly staff conference 
routinely contain on its program a cumulative 
report of the operative mortality in the case of 
liver, stomach, brain and extremity surgery? 
Why should there be observed so great a reluc- 
tance on the part of surgeons to face the cold facts 
represented by institutional mortality statistics 
and to learn from them the reasons for failure? 
The medical administrator and the staff effi- 
ciency committee should have continually before 
them a mortality graph covering the hospital’s 
medical and surgical losses. To evade such a 
study is an act of cowardice on the part of both 


| IS the belief of many that no excuse exists 
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the executive and the physician. As a means of 
avoiding haste and of preventing unnecessary and 
unwarranted surgery, no ward patient at least 
should go to the operating room without a care- 
ful survey having been made of his physical re- 
sources both by the internist and by the surgeon. 
When this rule is rigidly enforced, the patient’s 
chances of recovery are of necessity improved. 


A Matter of Nomenclature 


location is the name applied to members 

of the group that professes to be skilled 
in the preparation of the bodies of the dead for 
burial and in the conduct of the funeral. Shall it 
be mortician, embalmer or the more common- 
place, yet perhaps less descriptive, term, under- 
taker? 

In some localities those who claim to be partic- 
ularly adept in the preparation of the body for 
viewing by friends prefer to be known as em- 
balmers. Moreover, much skill is often shown in 
the restoration of the natural appearance of the 
bodies of persons who have died as a result of ac- 
cidents that mutilated the tissues of the face and 
head. Advances in cosmetic technique of this type 
in the past few years have been marked. Indeed, 
there is a strong traditional justification for this 
term. It will be remembered that one Joseph of 
the Old Testament gave orders to his servants, the 
physicians, to embalm his father, Israel. The 
technique of embalming in which the ancients ex- 
celled has been known for many generations. 

Equally ancient is the source of the term, mor- 
tician, which is derived from the Latin mors 
meaning death. Those who designate themselves 
as morticians have comparatively recently adopted 
this nomenclature. 

The undertaker is one who prepares the body 
for burial and assumes charge of the manage- 
ment of funerals. For he who undertakes to per- 
form a service contracts properly to discharge 
that service. The business of preparing the body 
for burial and of conducting the funeral exercises 
is one that possesses may possibilities insofar 
as the comfort of distressed relatives and their re- 
lease from troublesome details are concerned. 
Whatever the term used, he who is permitted 
practically to minister to bereaved families should 
function on a high ethical plane and should shun 
those sharp and petty practices all too frequently 
observed among unworthy members of the group. 

It is not the name by which such persons are 
known but the principles they practice that create 
or destroy public confidence in the group. 


[J ecstion is somewhat upon geographical 
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Discussions Replete With Interest 
Feature Toronto Week 


NOTHER milestone has been passed and the 
thirty-third annual convention of the Amer- 
ican Hospital Association has joined its 

predecessors in the annals of the association. It is 
generally felt to have been the most successful 
meeting from every standpoint ever held by any 
group of hospital men and women. 

The attendance at the meeting was larger than 
was expected by even the most optimistic and the 
gracious hospitality of the Toronto hosts and host- 
esses called forth enthusiastic praise on every hand. 


Dr. George F. Stephens, Winnipeg, who was chosen 
president-elect. 


The delegates represented all sections of the 
United States and Canada. Of course the great 
preponderance of those in attendance came from 
the East and the Middle West, but there was a fair 
sprinkling from other parts of the country. 

From President Sexton’s keynote speech, given 
at the public session on Monday evening, until the 
final sessions on the last day it was notably a busi- 
ness meeting. All sessions dealt primarily with 


problems that vitally concern all hospitals and 
have a direct influence upon their economical and 
efficient operation. 


Doctor Stephens Named President-Elect 


Dr. George F. Stephens, superintendent, Winni- 
peg General Hospital, Winnipeg, Man., was chosen 
president-elect, a happy choice in view of the fact 
that the association was meeting in Canada for the 
first time in ten years. Doctor Stephens is one of 
the trustees of the association and has for many 
years devoted his time and energies to building up 
the organization of the Winnipeg General Hospi- 
tal, a 650-bed institution. Two new trustees were 
elected to office—F. O. Bates, superintendent, 
Roper Hospital, Charleston, S. C., and E. T. Olsen, 
Receiving Hospital, Detroit. 

The discussions from the floor indicated the deep 
interest hospital executives are taking in the prob- 
lems affecting their business and reflected the in- 
terest felt in the affairs of the national association. 
A great deal of work was done and the reports of 
special committees disclosed the value of organi- 
zation work and the possibilities that lie in future 
development of the association activities. 

The annual banquet was held on Wednesday eve- 
ning, with Doctor Sexton presiding. At that time 
Premier Bennett gave a splendid address and Dr. 
Frederic A. Washburn, director, Massachusetts 
General Hospital, also spoke. Musical numbers 
were contributed by the Mendelssohn Choir and 
were greatly enjoyed by all those in attendance. 

The trustee’s session was held on Tuesday eve- 
ning when Dr. John Ferguson, president, Ontario 
Hospital Association, gave an interesting address. 
Dr. Winford Smith, director, Johns Hopkins Hos- 
pital, spoke on “The Modern Hospital” and music 
again added to the pleasure of the evening. At the 
conclusion of the program the delegates and guests 
were entertained at a reception and dance given 
by the Ontario Hospital Association. Another very 
successful social event was the dinner meeting of 
the presidents of state associations which was held 
on Tuesday evening. At this time plans were made 
for a meeting to be held in Chicago in December, 
to arrange the dates for the annual meetings. 

A particularly interesting educational feature of 
the program this year was the presentation of mov- 
ing pictures of actual hospital operation. 
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A Digest of the Principal Addresses 


DEFERRED PAYMENT PLAN FOR HospPITAL 
PATIENTS 


W. L. Babcock, M.D., Director and Treasurer, 
Grace Hospital, Detroit 

For the past year, Grace Hospital, Detroit, has 
employed an effective payment plan for private 
patients and patients of moderate means who are 
not prepared to meet their hospital obligations in 
full. 

In describing the plan, Doctor Babcock states 
that by means of an arrangement with the indus- 


Paul H. Fesler, who takes office as president 
of the asscciation. 


trial branch of the second largest banking group 
of Detroit, which has behind it capital and dce- 
posits of approximately $500,000,000, the hospital 
endorses nine or ten months’ notes of such pa- 
tients. 

Patients eligible for this type of payment are 
those who own property, who have a regular posi- 
tion, who have a credit standing with the leading 
merchants or can be shown to have paid their bills 
or those who are honest and reliable. It is not nec- 


essary for each applicant to meet all these require- 
ments. Indeed, many patients have fulfilled only 
one. The varied requirements show, however, that 
discrimination is exercised in choosing those to 
whom the hospital’s credit is extended. 

“Notes are usually drawn for nine months at 
6 per cent, occasionally ten months, payments to 
be made monthly or semimonthly depending on 
the size of the note or the pay day of the signer,” 
Doctor Babcock says in illustration of the plan. 
“Payments range from $2.50 to $30, depending on 
the size of the note. In the case of married couples 
the husband and wife are both requested to sign. 
Greater discrimination is used in offering this 
service to unmarried persons. Notes are some- 
times signed in blank on admission of the patient 
to the hospital with the understanding that the 
face of the note will be the sum represented by 
the balance due on the account. The notes are 
drawn for balance due on account, filled in, for- 
warded to the bank during banking hours and the 
checks returned by the bank the following day. In 
other words, the hospital has the full amount of 


Dr. Winford H. Smith delivered the principal address 
before the trustees’ section. 
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the account in cash in the next twenty-four hours.” 
An interesting feature of this credit plan is that 
physicians and surgeons on the hospital staff can 
avail themselves of the service in collecting their 
accounts from patients. In this case they endorse 
the note instead of the hospital treasurer, and like 
the hospital receive the check from the bank. 
The hospital has taken up from the bank in the 
course of twelve months notes totaling $1,650, on 
which the signers defaulted payments. Arrange- 
ments were made with most of the defaulting 
signers to renew payments at the hospital. Of the 
entire amount defaulted, payments are again being 
made on notes totaling $800. Three hundred and 
eighty-five dollars of the defaulted notes has 
proved worthless and payment of the remainder 
is uncertain largely on account of unemployment 
of the signers. Formerly these items would have 
been charged to “‘uncollected accounts.” 


Tue Possrste Errect o—r HEALTH INSURANCE 
Upon Our Hospirats 


G. Harvey Agnew, M.D., Department of Hospital 
Service, Canadian Medical Association 


Twenty-four of our leading world countries have 
made health insurance compulsory and nearly as 
many others have a voluntary system of health 









Chester J. Decker, who gave a demonstration of the food 
service at Toronto General Hospital. 
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insurance. The United States and Canada are 
about the only important countries that have not 
adopted some form of nationwide health insurance. 

Our hospitals are vitally concerned with the de- 
velopment of health insurance. If we develop a 
system of health insurance, complete service will 
be demanded, in the more populous districts at 
least, and those responsible for the financial sup- 
port will insist upon duplication and overhead 
being reduced to the minimum. 

In any radical revision of our hospital system, 
it may be expected that the extent and type of hos- 
pital accommodation for each area may be ar- 
ranged along a definite preconceived and coordi- 
nated plan of development. 

If the state should become connected with hospi- 
tal management, however, we may logically antici- 
pate a definite decline in the number of hospitals 



















Dr. Bert W. Caldwell, executive secretary 
of the association. 


under voluntary boards and a corresponding in- 
crease in the number of civic or municipal hos- 
pitals. There is a general agreement that private 
philanthropy would decrease markedly under a 
system of health insurance. 

The adoption of health insurance would doubt- 
less bring about the development of a new inter- 
mediate service to accommodate patients. 

The effect upon the medical staff would most 
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Robert Jolly, who conducted several round table 
discussions. 


likely mean a limiting of their privileges. Also 


there is a tendency for such a scheme to break 
down the personal relationship between doctor and 
patient. 


Tue Errect oF THE Economic SITUATION 
on Hospitat ADMINISTRATION 
R. Fraser Armstrong, Kingston General Hospital, 
Kingston, Ont. 

For some time to come we may expect decreased 
revenues direct from the patient. An effort must 
be made to supplement these direct revenues by 
encouraging group control of sickness whereby the 
patient while well can be persuaded to budget for 
the time when he is sick. Efforts must be made to 
persuade those in control of our legislation that a 
fair return comes to the hospital for service given 
to the indigent. Endowment funds are a great 
asset in such times and in the future no opportu- 
nity should be lost of building up substantial en- 
dowment funds. 

Unnecessary capital expenditure should be re- 
stricted and when necessary the architects should 
function in close cooperation with the hospital su- 
perintendent so that reduced operating expense 
may result. Surveys should be made of facilities 
available and when possible readjustments in ac- 
commodation made to reduce the losses. We should 
take advantage of the opportunity to improve our 
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personnel. The cooperation of the public and the 
physician should be encouraged in reducing losses, 
Last but not least, the principles of efficient man- 
agement must be called into play to a much greater 
extent than heretofore. 


Capita Cost or Hospirats—Its Errect on 
YEARLY Fixep CHARGES 
F. T. H. Bacon, Consulting Engineer, 
New York City 

Vertical structures, made necessary by the rise 
in land values, have been adopted by experts every- 
where as being easier and cheaper to build than 
low buildings as well as easier and cheaper to 
operate and maintain. Though the modern hospital 
has not hesitated to “go skyscraper” it has not 
taken full advantage of modern acoustical, venti- 
lating, lighting and heating treatments that have 
made it possible to convert little used building 


Dr. Fred G. Carter, chairman of the out-patient section. 


areas into income producing spaces. Mr. Bacon 
believes that the tall hospital still has too much 
perimeter per patient and that perimeter per pa- 
tient is still the most important single factor of 
capital cost because it represents foundation cost, 
wall cost and roof cost. 

Analyzing studies of the square feet per bed, the 
cubig feet per.bed.and the exterior perimeter and 
comparing these data with the capital cost and 
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investment of recently built hospitals, Mr. Bacon 
states that to approximate the most economical 
practical perimeter hospitals must take advantage 
of proved facts relating to the use of artificial light- 
ing, mechanical heating and ventilation and the 
absorption of noise. Then if every effort is bent 
toward conserving the exterior perimeter, where 
light and air are unobstructed, for patient occu- 
pancy, and using applied science to create proper 
working conditions in those spaces that in the past 
have been unusuable, an important line of attack on 
hospital costs will have been developed. 


Extent OF Arr ConpiTIONING REQUIREMENTS 
FROM THE STANDPOINT OF THE HosPITAL 
James Govan, Architect, Toronto 
The main factors governing the possible devel- 
opment of air conditioning in hospitals are sum- 
marized by Mr. Govan in his address as follows: 


















Fairfax T. Proudfit, chairman of the dietetic section. 


Up to the present its adoption has been limited 
because its first cost has been greater than ordi- 
nary heating plus an allowance for a moderate 
amount of ventilation. This cost, however, applies 
to buildings so constructed that their capacity for 
holding heat either in or out is limited. 

It has been proved ‘that in many buildings of 
high heat capacity and low heat conductivity now 
in use in the United States and Canada, the size of 
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Dr. C. W. Munger presented the report of the committee 
on hospital planning and equipment. 


the heating plants is 100 per cent in excess of heat- 
ing requirements and that without adding any- 
thing to the building cost in such a hospital under 
the climatic conditions of practically all parts of 
both countries the first cost of the heating plant 
can be reduced considerably. 

This reduction in heating plant requirements 
makes it possible to bring the possible cost of air 
conditioning throughout such a building down to 
about the level of ordinary heating apparatus such 
as is now used in many hospitals. 


ENsURING A COMPETENCE FOR FAITHFUL 
Hospirat Workers 
G. Powell Hamilton, Director, Equitable Life 
Assurance Society of the United States 

The problem of providing a competence for em- 
ployees in their declining years is one that con- 
fronts every hospital, and Mr. Hamilton describes 
a practical retirement plan for solving it. 

If the funds are available, an income, however 
small, must be provided for all hospital employees 
beyond a certain normal retirement age and it 
should be assured them by being invested in im- 
mediate annuities held by a reputable insurance 
company that would guarantee the income 
throughout their lifetime. For the active em- 
ployees, up to, say, sixty years of age, the hospital 
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can provide immediate help and can do much, 
with their help toward creating a competence for 
their later years. “A contribution from each em- 
ployee,” Mr. Hamilton says, “of from 3 to 5 per 
cent of the salary paid throughout his work years, 
supplemented by a similar amount from the hos- 
pital would for a man entering the retirement 





Dr. W. L. Babcock, who spoke on “A Deferred Payment 
Plan for Hospitals.” 


plan at the age of thirty, produce an income for 
life beginning at the age of sixty-five of from 51 
to 85 per cent of a constant salary. For a woman 
employee entering the plan at the age of twenty 
and retiring at sixty the income from a similar 
percentage of salary would be 45 to 77 per cent.” 

An especially attractive feature of this plan is 
that when employees move from one institution to 
another the hospital’s money may within certain 
limits be made the property of the withdrawing 
employee in the form of a paid-up guaranteed in- 
come for life beginning at the normal retirement 
age. In the hospital each employee is trained to 
do standard work and the service demands that 
employees migrate often, carrying with them new 
and improved ideas and methods. By carrying 
with him from each institution in which he has 
worked credit for the sum paid into the retirement 
plan, the employee will eventually accumulate the 
same retirement income as if he had stayed with 
one employer throughout his life. 
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Tue Centra Suppty Room 
May Hassett, R.N., Samuel Merritt Hospital, 
Oakland, Calif. 

All articles of equipment are clean, in order and 
ready for instant use in the central supply room 
of the Samuel Merritt Hospital, Oakland, Calif. 
The aim of this department, Miss Hassett states, 
is to have everything needed for the care and com- 
fort of the patient. This includes all dressings, 
all rubber goods, the splints and cast carriage, the 
oxygen therapy set-up, all narcotics, serums and 
vaccines, the emergency drug closet and all treat- 
ment trays. 

Some of the requisites of the central supply 
room, Miss Hassett believes, are ease of accessibil- 
ity, large size, plenty of light and air and a gradu- 
ate nurse in charge who has tact and patience as 
well as a thorough knowledge of her work. 

At Merritt Hospital, the service rooms on the 
various floors are equipped to care for the patients 
on general duty. The special duty nurse, however, 
may obtain her supplies from the central supply 
room as may the staff nurse when what she re- 
quires is not obtainable from the service room. 
Those taking supplies from the central supply 
room fill out a special form, giving the date, the 
patient’s name, room number, the list of articles 
wanted and the nurse’s name. These slips are filed 
and are destroyed only when the borrowed articles 
are returned. 

Treatment and procedures are less complicated 
as a result of the use of this system. Members of 
the staff find the same equipment and the same 
service all over the hospital. A smaller number of 
articles are needed, and loss and petty theft have 
been checked to a certain extent. Because of the 
efficient functioning of the supply room, the super- 
vising nurses are left free for their other duties. 


Pusiiciry FoR SMALL HospirTats 
Robert Jolly, Superintendent, Baptist Hospital, 
Houston, Texas 

A hospital is a business proposition, according 
to Mr. Jolly. Why, then, he asks, should it not 
follow sound business principles and inform the 
public of what it is doing? 

To do this effectively, the hospital may use 
three types of publicity—spoken, printed and 
painted, Mr. Jolly believes. In spoken publicity 
there are various methods that may be used. Sat- 
isfied customers are the best advertisements any 
institution can have. Happy employees can do a 
great deal toward creating a favorable impression 
for the hospital. 

Visitors should be treated as human beings and 
the enforcement of rules should be accompanied 
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by a kindly explanation. Mr. Jolly makes it a prac- 
tice each year to conduct several groups of high 
school girls and boys through his own hospital. 
His careful explanation of the uses of the equip- 
ment and of the hospital routine provides valuable 
knowledge for these prospective patients. 

The radio and talkie films can be utilized as 
effective means of publicity. 

Printed publicity is Mr. Jolly’s second sugges- 
tion as a means of informing the public of the 
hospital’s activities. Of all the printed media avail- 
able he believes that the newspaper is the best. 

The public is always interested in emergency 
cases and it is better for the hospital to give out 
the correct information in regard to such cases 
than have the papers print garbled accounts. Fea- 
ture stories that have publicity value are those 
relating to specialty departments, principally ma- 
ternity and bronchoscopic; new equipment; public 
health education; reports of speeches, and Na- 
tional Hospital Day. 





Some Sociat Service ProstemMs PRESENTED BY 
NonrESIDENT PATIENTS 


Priscilla Keely, The Mayo Clinic, Rochester, Minn. 


Many patients come to the Mayo Clinic with the 

idea that it is a charitable institution. While the 
clinic does attempt to adjust its charges to the pa- 
tients’ incomes, it does not own the hospitals to 
which the patients must go for care. As a result, 
the social worker is confronted with the problem 
of carrying the responsibility for the nonresident 
patient. 

Social case work with nonresident patients is 
complicated by the distance from home, the ques- 
tion of legal residence and the physical condition 
of the patients. Always the social worker must 
have knowledge of the medical situation by work- 
ing with the patient’s physician, an interpretation 
of this situation in relation to social findings, and 
a plan in mind that will help the patient to return 
to normal activity as soon as possible. 

Nonresident patients divide themselves into 
three groups: those who are financially able to 
care for themselves but who still present social 
problems connected with medical care; those who 
are either temporarily or permanently financially 
embarrassed but who have a legal residence, and 
those who are without residence entirely, the real 
“nonresident dependent.” And for members of 
any of these three groups, social and financial ad- 
justment at home may be necessary to enable them 
to enter the hospital, artd adjustment is necessary 
during and after hospitalization when the illness 
has particular social significance. 
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Miss Keely describes in detail the work carried 
on by the section on medical social service at the 
Mayo Clinic and cites a number of actual cases 
that have come to her attention. 


An EpucaTIONAL AND VOCATIONAL PROGRAM 
FOR CoNnvALESCENT HospiTA.s 
J. H. Holbrook, M.D., Mountain Sanatorium, 
Hamilton, Ont. 

Doctor Holbrook pictures the convalescent hos- 
pital as a school where the child or the adult, 
though a chronic invalid, is fitted for active citizen- 
ship. If this idea is adopted by hospitals, citizens 
will be able to go to the general hospital outdoor 
service for diagnosis of illness or infirmities. Then 
this department will be able to divide patients as 
follows: those who can secure the necessary assist- 
ance from the family physician; those who can 
receive the necessary assistance through the out- 
door department; those who require treatment for 
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Dr. Frederic A. Washburn, an administrative section 
speaker. 


acute or surgical conditions which can be obtained 
only at the general hospital and finally those who 
have chronic ailments that can be better cared for 
at a convalescent hospital. 

The development of the Mountain Sanatorium, 
Hamilton, Ont., is described, how it meets the 
tuberculosis requirements of Hamilton and the 















county of Wentworth, with a population of approx- 
imately 180,000 and how it has carried on the edu- 
cation of these chronic patients so that they can be 
returned to society as useful members, able to 
guard themselves against a return of the infection. 








Maxine Your Own Community SurvVEY 


John A. McNamara, Executive Editor, 
THE MODERN HOSPITAL 
Adequate and honest community surveys made 
under the proper auspices when necessary by 
those who are capable of making them will do 
much toward solving the economic problems that 
to-day face our hospitals, is the opinion expressed 



































G. W. Olson, first vice-president of the association, who 
presided at several of the round table discussions. 







by Mr. McNamara in his discussion of the hospita! 
survey. Mediocre hospital service, duplication of 
services, indifferent medical service and finally a 
loss of money to trustees and to manufacturers 
and dealers who have sold to the hospital are some 
of the evils that result when new hospitals or addi- 
tions to old ones are erected when those respon- 
sible do not have a thorough knowledge of existing 
conditions. 

Mr. McNamara warns again the unscrupulous 
consultant who simply to collect his fee accepts 
inaccurate data from the town’s chamber of com- 
merce and supplementing these figures with mis- 
statements ends up with the urgent appeal to 
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the community that building proceed immediately, 

As an example of a well planned and efficiently 
functioning method of survey, the data assembled 
by school officials before a new building is erected 
are cited. Though costing around $5,000 the 
school survey when it is completed leaves no doubt 
as to how many school seats will be needed, how 
many and what type of buildings are required, 
the kind of instruction to be given each pupil and 
what the community can logically expect during 
the next ten years. 

If hospital and health surveys followed this plan 
to a certain extent all necessary building could be 
recommended and unnecessary building stopped. 

If the consultant would send to the superintend- 
ent a list of questions to be answered before the 
survey is even begun regarding health conditions, 
the number of physicians and surgeons available, 
the number of hospital beds available, the popula- 
tion, the number of factory workers, the nationali- 
ties represented, the population growth, the 
nearness of other cities and transportation thereto, 
he would have available valuable data. Then he 
would be ready to come to the community and 
spend perhaps a maximum of two days in complet- 
ing the survey. 


Foop Economics 

Mary M. Harrington, Harper Hospital, Detroit 

Food economics concerns itself not only with the 
cost of production in the hospital, but with the 
cost of maintenance to the patient after he leaves 
the hospital. The hospital is concerned primarily 
with the actual outlay involved in the purchase, 
preparation and service of food; but it also has 
an educational responsibility in teaching the pa- 
tient better food habits in order that the prescribed 
treatment may be continued at home. 

The first phase may be analyzed on a purely busi- 
ness basis. The patient should leave the hospital 
feeling thoroughly satisfied and contented. To ac- 
complish this ideal, a close contact must be main- 
tained between the dietary department and the 
patient. The hospital has to correlate the desires 
of its patients with their needs, and educate them 
toward better health standards. 

Food purchasing should be the responsibility of 
one individual and in the larger institutions should 
be in charge of the steward or purchasing agent. 
The purchaser should have time for competitive 
marketing, judging foods and analyzing prices in 
relation to quality. 

The dietitian is responsible for the spending of a 
large portion of the hospital dollar and must know 
how to spend that money wisely. 

The menu should be planned with a considera- 
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tion of the following factors: (1) cost—standard- 
ized portions; standardized recipes; (2) variety; 
(3) popularity—institutional versus commercial ; 
(4) division of labor; (5) use of leftovers. 

Food economics in the hospital is definitely re- 
lated to public health. The patient after he has 
left the hospital must be taught how to live inde- 
pendently on his budget, or else larger sums must 
be spent in caring for him in hospitals, institutions 
and clinics. Education of the right sort will correct 
the disorders of appetite, such as obesity, malnu- 
trition and deficiency diseases, and will correlate 
the desire for food with nutritional needs. 

The patient with limited finances must be taught 
that his allowance will be adequate for health if 
he will choose foods that offer the greatest value 
for the least money. 


MoTHERCRAFT IN THE HoME 


Mrs. Irving Robertson, Canadian Mothercraft 
Society, Toronto 

There is no branch of nursing more far-reaching 
than mothercraft in the home. It is simple, scien- 
tific and practical and may be carried out in all 
types of homes. The Mothercraft Society is helping 
to build up a healthy robust people in all parts of 
the British Empire. 

The society emphasizes: good prenatal care, 
breast feeding, the teaching of a definite technique 
in natural feeding for both mother and baby, 
proper diet, exercise and fresh air, and a close 
supervision of both mother and baby by highly 
trained Mothercraft nurses. 

Parents come voluntarily to the society nurses 
for help, and the nurses only go into the home by 
request. In the countries where the society has 
been functioning for a period of years, the teaching 
of mothercraft is carried into the schools through 
Girl Guides and various girls’ clubs. 

From 40 to 60 per cent of the work of the society 
is voluntary and is carried on by lay persons. 

At the Mothercraft Center of the Hospital for 
Sick Children, Toronto, trained nurses are given 
a postgraduate course of four months. They are 
the Mothercraft nurses. Well baby nurses are also 
trained at the center. 


REPORT OF THE COMMITTEE ON Pustic 
Heattu RELATIONS 
Chairman, Dr. M. T. MacEachern 
The committee makes recommendations concern- 
ing the types of work that can be carried on be- 
tween hospitals and public health agencies and 
concerning general principles governing such co- 
operative work. 
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Acceptable types of cooperation are: laboratory 
service; control of communicable diseases; social 
service; nursing service; clinics. 

General principles governing such cooperative 
relations are submitted as follows: 

That overlapping functions of hospitals and 
public health agencies be eliminated and weak 
services bolstered up. 

That the community’s needs be surveyed before 
any new public health agency is organized. 

That all clinics engaging in curative medicine 
be associated with recognized hospitals. 

That every general hospital have a diagnostic 
clinic that reputable physicians may use in mak- 




























Heirs A. Rowland, Toronto, chairman of the local 


acrrangemcnis committee. 


ing periodic health examinations of their patients. 

That it is not desirable for health departments 
to enter the field of curative medicine, with certain 
exceptions. 

That, when possible, a recognized hospital be 
included in the cooperative activities of health 
departments and voluntary health societies. 

That it is preferable for clinics of health depart- 
ments to be placed in approved hospitals. 

That every provincial or state health depart- 
ment should have a public health laboratory. 

That the laboratories of hospitals authorized to 
detect and control communicable diseases be ap 
proved by the state or local health departments. 
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That hospital laboratories utilized by municipal 
or county health departments be designated as offi- 
cial branches of the state laboratory. 

That, when hospitals receive government aid, 
the departments of health concerned should be 
consulted as to the allocation of the various sums. 

That, when cooperative health work involving 
the care of patients exists, records should be mu- 
tually available. 

That all persons who can possibly pay even a 
small amount for health services be encouraged to 
do so as well as to set aside a sum for anticipated 
medical or hospital care. 

That payment for the treatment of indigent pa- 
tients is, at least ideally, the function of the com- 
munity through the health department. 

That general hospitals be encouraged to care for 
communicable diseases if the community cannot 
support an isolation hospital. 

That rural health centers be increased in num- 
bers and in quality. 

That more hospitals be developed as health 
centers. 

That every community of size needs a health 
council to direct the correlation between hospitals 
and other health agencies. 


To Wuat Extent Suoutp Surcery BE 


ProvipeD 1n SANATORIUMS? 

Edward S. Welles, M.D., Saranac Lake, N. Y. 

The tuberculosis sanatorium that does not pro- 
vide for its patients every form of modern treat- 
ment is not serving its purpose and is not doing 
its full duty to the community, according to Doctor 
Welles. Some patients will recover on simple bed 
rest but many others will require surgery, he says. 

Data based on large numbers of operations per- 
formed all over the world reveal how many forms 
of surgery can be employed in tuberculosis. Arti- 
ficial pneumothorax, extrapleural thoracoplasty, 
and more recently phrenicotomy or exeresis of the 
phrenic nerve have come into general use. A still 
newer surgical procedure is cautery pneumolysis 
or the cutting of adhesions in the pleural cavity in 
cases of artificial pneumothorax in which the lung 
is partly held out to the chest wall. 

The difficulty that confronts sanatoriums at 
present, Doctor Welles says, is how to avail them- 
selves of the services of surgeons who have had 
enough training and experience in performing 
these procedures to do thorough work. The major- 
ity of sanatoriums do not have calls for such treat- 
ment often enough to justify their employing full- 
time surgeons and the doctors who are members 
of their staffs are usually physicians without sur- 
gical training. 
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The solution to the problem lies, Doctor Welles 
believes, in having a trained tuberculosis surgeon, 
not in every sanatorium in the country, but in 
every section where there is an institution for the 
treatment of the tuberculous. If this sectional dis- 
tribution of surgeons is available, two methods of 
utilizing their services are practicable. First, the 
sanatorium can send its patients to the surgeon to 
be operated on at his own hospital and second, the 
sanatorium can collect a group of patients requir- 
ing operations and thus make it profitable for the 
surgeon to visit the institution for a period of two 
or three days. 


Muttiete Unit ReFriGERATION 
L. E. Smith, Dayton, Ohio 

Multiple unit refrigeration will meet the follow- 
ing demands of hospital use, Mr. Smith states: 
capacity to provide adequate refrigeration under 
extreme conditions, economy of operation, a mini- 
mum of maintenance and supervision and ability 
to meet physical requirements other than refrig- 
eration demands. 

In meeting the heavy demands hospitals make 
on its capacity, the multiple unit system provides 
adequate refrigeration and better reserve for peak 
loads than can be obtained with the unit system, 
where each unit must possess an individual ca- 
pacity to meet individual peak loads. 

Low initial cost of operation is possible, Mr. 
Smith states, by the use of a large single compres- 
sor as compared with smaller single compressors 
of a central plant using insulated brine or refrig- 
erant lines. Refrigeration is accomplished in each 
refrigerator, thus overcoming losses that occur 
when the cooling medium is conducted from one 
location to another through insulated pipe lines. 

Operating advantages of this system are auto- 
matic devices in each piece of equipment that reg- 
ulate the temperature and conveniently located 
shut-off valves that permit shutting down or iso- 
lation of any of the system for operation or service 
reasons. When repairs are necessary they can be 
made in comparatively remote locations and not 
in service rooms, kitchens or wards where they 
would interfere with the daily routine. 


VoLuNTEER SERVICE AT LAkeEsipE HospiTAu 
Mrs. Henry. L. Foote, Secretary, Volunteer Aids, 
University Hospitals, Cleveland 

Volunteer Service at Lakeside Hospital has 
grown from a group of three who in 1920 assisted 
in special out-patient clinics to the present staff 
of 150 workers, who in groups of twenty work 
daily except Sunday. 

Mrs. Foote, who has been closely allied with the 
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organization for four years, describes the devel- 
opment of the work and tells in detail the duties 
the volunteers perform, the qualifications required 
of candidates and the rules that guide them in 
their work. 

At Lakeside, volunteer aids serve on the surgi- 
cal wards where they perform services for the 
patient, such as writing letters, buying stamps, 
feeding the handicapped, taking care of flowers, 
calling at the pharmacy for drugs and getting 
books at the library for those desiring them. The 
aids also cooperate in dietary department work 
by serving under the direct supervision of 
the department head, interviewing patients and 
noting comments and criticisms on food and serv- 
ice. An added activity is part-time work in the 
library under the permanent librarian, examining 
and stripping books and gathering material. 

During visiting hours the aids render valuable 
service by conducting guests to the patients’ bed- 
sides, seeing that visitors do not refill the patients’ 
water glasses, entertaining restless children who 
accompany relatives, cooperating with nurses in 
seeing that patients who have just been operated 
on do not have visitors and keeping check on visi- 
tors to see that a patient has only two during the 
hour. 

Volunteer work at Lakeside has been extended 
to the Babies’ and Children’s Hospital and the 
Maternity Hospital, other units of the University 
Hospitals group, where assistance is given in 
weighing and measuring babies and in making 
surgical dressings and in mending and sorting. 

The efficient, willing work done by the volun- 
teers, the hearty cooperation of the staff and the 
effective system of training the workers and carry- 
ing out this service have resulted in a volunteer 
aid organization that can well serve as an example 
to other hospitals, Mrs. Foote says. 


Basic CoNnsIDERATIONS IN ORGANIZING AN 
Erricient Foop SERVICE 


Mary Harman Riste, Butterworth Hospital, 
Grand Rapids, Mich. 

What are the requisites of an efficient food serv- 
ice? They may be listed as follows: 

1. Good food—tasty, attractive, well planned, 
properly balanced. 

2. Good service—food served at correct tem- 
peratures; food properly balanced; complete and 
correctly assembled tray; neat and attractive tray 
service; proper tray equipment; adequate educa- 
tional facilities. 

3. Economical service cost—minimum expense, 
without sacrificing the standard of efficiency. 

A good organization is the first consideration. 
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Rev. Maurice F. Griffin, a trustee of the association. 


An adequate well trained personnel is an essential. 

All buying should be done by a competent per- 
son of good business judgment. 

What type of service is best adapted to the avail- 
able equipment and the physical layout of the build- 
ing? If the building is new, the centralized service 
is more desirable, if practicable to install. The type 
of service or combination of services that expedites 
the transportation and dishing of foods is the one 
that promotes the greatest efficiency. 

The departmental equipment demands great 
thought and study, and the choosing and placing 
of such equipment is an important consideration 
in planning the physical units of each department. 

Another important consideration is the type of 
hospital and the patient. Food habits cannot be 
ignored. An efficient food service satisfactorily ful- 
fills the needs of each specific group. 

A major consideration is the per capita depart- 
mental allowance. The type of food service must 
necessarily be largely determined by this factor. 
Simplification of service is also an economy pro- 
cedure that should be recognized, if a low food cost 
is necessary. The good dietitian runs her depart- 
ment by strictly business methods. It is her duty 
to allocate her allowance judiciously. 

As each hospital has its individual aims and 
problems, so each food service must be differently 
organized to promote efficiency. 





102 THE MODERN HOSPITAL 


MANAGEMENT OF THE OBSTETRICAL 
DepPpARTMENT 


Caroline V. Barrett, Royal Victoria Montreal 
Maternity, Montreal 

Miss Barrett describes in detail the work of car- 
ing for obstetrical patients as it is carried on at 
the Royal Victoria Montreal Maternity. The hos- 
pital has 208 beds for obstetrical and gynecological] 
patients. Students of McGill University receive 
their experience in these two branches of medicine 
at this hospital. 

A brief description is given of the care of a 
public obstetrical patient from the moment she 
makes her first contact with the hospital. The 
prospective mother is given prenatal instruction 
in the main hospita! and the settlement clinics. A 
social worker determines her financial status. 
Natal care may be given in the hospital or in the 
home, depending up whether the case is normal or 
abnormal. Postnatal care is considered of great 
importance. The care of the infant is also de- 
scribed. 

Charges are as follows: Public patients pay 
$2.50 a day, a laboratory fee of $2 and a drug 
charge of fifty cents; semipublic patients pay $3 a 
day with a laboratory fee of $2 and a drug charge 
of fifty cents; semiprivate patients pay $5 a day, a 
laboratory fee of $2 and a drug charge of $1; pvi- 
vate rooms are $6 or $8 a day, with a laboratory 
fee of $2 and a drug charge of $1. No delivery fee 
is charged. 

The civic government and the provincial govern- 
ment each grant thirty-five cents to the hospital for 
each public mother and child. The daily operating 
cost for public patients is $4.59. 


SANATORIUM Economics AND DIAGNOSTIC 
SERVICES 


R. BE. Wodehouse, M.D., Secretary, Canadian 
Tuberculosis Association, Ottawa 

It is the opinion of Doctor Wodehouse that insti- 
tutions for the care and treatment of the tubercu- 
lous have been the most important factor in 
hastening the recession in the death ri.e from 
tuberculosis. In Canada the secret of this success 
has been the segregation of open infective cases 
from the homes of the poor, in which the high 
percentage of child contacts usually exists. 

In discussing the possibility of hospitalizing 
every infective case from the homes of the poor 
and thus appreciably lowering the death rate, 
Doctor Wodehouse states that the 7,000 sanato- 
riums for the tuberculous now existing in Canada 
annually cost $7,000,000 and care for 15,000 
patients. In 1929 the deaths from tuberculosis in 
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Canada were 7,772. If a bed a death were provided 
for the North American Indians, Canada would 
have a bed for every death occurring each year 
among the remainder of the population. Doctor 
Wodehouse believes that with the present success- 
fully functioning diagnostic services, the most eco- 
nomic provision for adequate care for the tuber- 
culous would be three sanatorium beds per death 
occurring each year from the disease. 

In view of the urgent need for increased facili- 
ties the strictest economy should be observed in 
the construction and equipment of sanatoriums. 
Some of the economical yet effective measures 
suggested are: floor layouts that provide the maxi- 
mum amount of service at the minimum cost; 
funds that provide an individual bed value of 
$3,000; architects who are willing to utilize the 
advice of consultants, and absence of ornate and 
unnecessary decorations. 

“It is most important,” Doctor Wodehouse says, 
“for the sanatorium medical staff to have the 
privilege of general d’agnostic work, as found in 
an outdoor clinic service devoted to chest work. It 
is also best that the diagnosis of cases should be 
carried on by members of the staff who are de- 
voting their full time to such work.” 


Tue PROBLEMS OF THE | RUSTEE IN THE 
SMALL HospITAL 


Judge Henry W. Bridges, Trustee, Richmond 
Memorial Hospital, Prince Bay, S. 1. 

The chief human elements in hospital manage- 
ment are the staff and the trustees and, standing 
between the two, the personnel headed by the 
superintendent. 

The best possible board should contain: first, 
two, not more, of the leading lawyers of the com- 
munity; second, a representative of the banking 
interests; third, at least one of the leading mer- 
chants and one leading builder or contractor who 
is willing te forego all « inecs relations 
with the :nsticuuon; fo afl OF LWwO; 
fifth, several enthusiastic .orkers, including 
one man at least, in close touch with the civi! 
authorities. As to the number of members on the 
board, it does not greatly matter, save that it is 
always well to have at least three or four vacan- 
cies in order to have a place to fill in case of 
emergency. 

The functions of the board may be divided into 
three parts: first, its relations to the public; sec- 
ond, its relations to the staff; third, its relations 
to the personnel. 

The principal part of the first relationship con- 
sists in raising money for hospital needs, both 
maintenance and development. It is not a difficult 
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task to seil the hospital idea to the American pub- 
lic. In doing this I would recommend the employ- 
ment of one of the professional groups engaged 
in this work. In the appeal to the public, the mark 
should be high, but not too high—about 25 per 
cent above the amount that is considered abso- 
lutely essential. 

The relations between the board and the phy- 
sicians on the staff constitute one of the most 
serious and difficult problems connected with the 
conduct of the hospital. The most serious sources 
of trouble are those based on the assumption that 
the board is guilty of displaying partiality in its 
determinations relative to the staff members or 
to a layman who perchance may be one of the hos- 
pital’s heaviest contributors. The board is likely 
to view questions of medical ethics from a stand- 
point which the physician may describe as super- 
cilious. On the other hand, questions relating to 
charges and fees on the part of the individual 
doctor, which the board may consider well within 
its province, may in the opinion of the staff be 
“none of the board’s business.” 

In ninety cases out of a hundred matters re- 
lating to the hospital personnel come first under 
the supervision of the superintendent and his voice 
should almost invariably decide the matter. This 
means that one of the main responsibilities of the 
board is to be sure it has a capable superintend- 
ent. A good superintendent can well-nigh make 
an institution and a bad one will almost break it. 





HospiraAL REFRIGERATION — FUNDAMENTALS OF 


THE CENTRAL PLANT 
H. Harrison, New Brunswick, N. J. 

Refrigeration is made available through any one 
or a combination of two or more of the following: 
(1) melting ice; (2) the separate unit; (3) the 
multiple unit; (4) the central unit. 

The melting ice °---tem everybody is familiar 
with. The -«» ‘ystem is an,” system that 
may be re... 2 premises wichout dis- 
connecting any re. ant containing part. The 
multiple unit system is any system in which the 
refrigerant from a common source is delivered to 
two or more separate refrigerator cabinets, each 
containing one or more evaporators. The central 
plant is any system where refrigeration is deliv- 
ered from a central source without limitation as 
to scope. While the method of delivery may be by 
direct expansion or by brine circulation, the method 
of delivery to points outside the machinery room 
is usually by brine circulation. 

Fundamentals of the central plant may be listed 
briefly as follows: 

The compression type of equipment is employed 
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and the refrigerants used are chiefly NH, and CO,, 
with the latter in greatest favor. The central plant 
offers maximum safety, first by delivery of refrig- 
eration by brine circulation to points outside the 
machinery room and, second, by adherence to the 
American Standards Association Safety Code for 
Mechanical Refrigeration in respect to the con- 
struction and selection of location for machinery 
rooms, and in the installation of machinery room 
equipment. 

The central plant offers an unexcelled oppor- 
tunity for the attainment of quiet operation, first, 
because there are no operating parts outside of the 
machinery room and, second, because the central 
plant lends itself to recognized architectural and 
engineering treatment prescribed for quiet opera- 
tion. 

In years of actual service, the talent engaged in 
the design, manufacture and installation of central 
plant systems has had by far the widest and most 
intimate experience with hospital needs. The cen- 
tral plant is economical. The life of the equipment 
can reasonably be expected to be more than twenty 
years. 


Noise Conrtrot 1n Hospirats 
G. T. Stanton, New York City 

The control of noise is at the present time an 
engineering matter that may be considered in the 
planning of the building, the results definitely fore- 
cast and properly balanced in the economic scheme. 

Basically, of course, it is most economical if a 
desired level of quiet is to be maintained within 
the hospital to select a location as free from ex- 
traneous noise as practicable. Other factors, such 
as cost of property and accessibility, however, fre- 
quently outweigh the added expense or additional 
cost for protecting against high noise level. In 
some instances, the reduction of specific external 
sources may be accomplished at relatively smaller 
cost than the introduction of special measures in 
the construction of the hospital building. The 
practicability and possibility of such reduction 
must, of course, be carefully investigated in the 
individual cases. 

The suurces of noise within the building may be 
psychologically more disturbing though of lesser 
degree of loudness than those penetrating from the 
outside. Before considering special construction to 
overcome the noise from these sources, the loca- 
tion of rooms should be studied. Where external 
noise is chiefly on one or two sides of the proposed 
site, those rooms in which noise is of the least con- 
sequence should be exposed. 

Of all methods of reducing noise, elimination at 
the source is most desirable. The exclusion of 
sounds, or the confinement of noise to its place of 
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origin, is the next step that should be considered. 

Among noise reducing factors may be consid- 
ered: artificial ventilation; rotating or vibrating 
machinery mounted upon isolating bases ; machines 
creating air borne noises housed in soundproof 
enclosures ; special wall, floor and ceiling construc- 
tion for rooms in which disturbing noise may be 
created ; special construction for rooms requiring 
exceptional quiet; all corridors, reception rooms 
and public spaces treated with an adequate sound 
absorbing material having a coefficient of absorp- 
tion of at least 50 per cent. 

If the site of the hospital, the nature of the con- 
struction and other factors are such as to permit 
the reaching of a satisfactorily low level of noise 
without the use of sound absorptive treatment, the 
introduction of this material may not be required. 
The psychologic effect upon patients must also be 
considered. The introduction of too great an 
amount of sound absorbing material which does 
not uniformly absorb sound of different frequency 
or pitch, may entail a sense of “deadness.” This 
feeling brings about a sense of depression that may 
be quite undesirable in convalescence. 


An Ourt-Patient Foop DepARTMENT— | HE 
Hospitrat’s OpporTUNITY FOR SERVICE 


Una M. Crawford, Director, Santa Rosa Hospital, 
San Antonio, Tex. 

The out-patient food service at the Santa Rosa 
Hospital is conducted in connection with the spe- 
cial diet laboratory and consists chiefly of an 
attractive sun parlor dining room and two private 
dining rooms, the latter for especially sensitive 
patients. The large room is furnished with wicker 
furniture and decorated with tropical plants and 
flowers. It will accommodate twenty patients. It 
is in a part of the hospital far removed from the 
“sick room” atmosphere. 

Those who come to these dining rooms for their 
meals are those who for various reasons find it 
difficult or inconvenient to obtain the proper filling 
of their diet prescriptions. 

A consultation room is available, and the labo- 
ratory has become a classroom where patients 
and members of their families are instructed in 
the practical side of special diet preparation. The 
laboratory is also used for the preparation of all 
special diet work for the hospital and for the 
dietary instruction of the student nurse. 

The person who has been served during conva- 
lescence in our out-patient food department has a 
more friendly feeling toward the hospital and 
pays for the service more cheerfully than one 
whose only memories are hours of suffering and 
hospital routine. Our diet patients return to us 
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often for advice and they send others to the wards 
and private rooms. 

The successful operation of a department of 
this kind requires proper, though comparatively 
inexpensive equipment, an earnest, tactful dieti- 
tian capable of meeting and understanding both 
men and women, and the absolute cooperation of 
every other department of the institution. 


RELATION OF THE Cook County Hospirat 
ADMINISTRATION PLAN TO TEACHING 


William F.. Petersen, University of Illinois College 
of Medicine, Chicago 


Since the medical organization of every hospital 
offers problems, presumably a discussion of the 
peculiar problems of America’s largest hospital, 
the Cook County Hospital, Chicago, may offer 
something of interest, because it is the largest hos- 
pital in the world, because it is politically con- 
trolled and because, being so controlled, it meets 
a situation not uncommon in American communi- 
ties—that everybody’s business becomes nobody’s 
business. 

Forty years ago Cook County Hospital was im- 
portant in medical America. To-day it plays no 
role in clinical advance, in scientific medicine. Only 
an excellent nursing school—under a nonpolitical 
board—has kept up the traditions of a former day. 

Disadvantages of the present plan of organiza- 
tion may be listed as follows: There is no author- 
ity. A loosely organized executive committee meets 
occasionally as a symbol of authority. Actually 
each attending physician is a law unto himself. 
There is no specialization other than the divisions 
into surgery, medicine, obstetrics, pediatrics and 
the organs of the head. Under such conditions 
consultation is difficult. 

There is absolutely no remuneration for the 
staff. The notion that doctors should serve the 
charity institutions of the community without pay 
is an outrageous imposition on the profession on 
the one hand and on the indigent poor on the other. 
It is one of the prime reasons for indifferent med- 
ical service. 

At Cook County Hospital, the attending man, 
therefore, seeks the position for one of several rea- 
sons: (1) because he feels he needs the experience ; 
(2) because the prestige is useful in his practice; 
(3) because the control of a number of beds affords 
him leverage to obtain a professorship in a medical 
college; (4) because he takes a genuine delight in 
practicing his profession without thought of 
remuneration. 

To those of us who have been members of the 
committee of the Chicago Medical Society inter- 
ested in solving this problem, it would appear 
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that improvement might be achieved if the great 
mass of clinical material might be developed and 
the four medical colleges of the city made responsi- 
ble for the reorganization of the work. 

Such an arrangement would have many advan- 
tages: it would permit the organization of definite 
and relatively permanent university clinics; it 
would result in organized responsibility ; it would 
materially raise the standard of service to the pa- 
tient; it would effect a proper supervision and 
instruction of interns; it would facilitate the or- 
ganization of postgraduate work and it would initi- 
ate some compensation for the staff. 


Some PLans For Meetinc Prostuetic Neeps 


oF Patients THrouGH SociAL SERVICE 
Ruth E. Lewis, Washington University Clinics, 
St. Louis 

For the purposes of this paper, prosthetic treat- 
ment will be considered that which is not strictly 
medical such as drugs, operations and x-ray ther- 
apy, but that which is a necessary adjunct to the 
medical in order to complete the patient’s recovery 
or physical rehabilitation, such as artificial limbs, 
trusses, crutches, insulin, liver and glandular ex- 
tracts and special diets. 

The meeting of the prosthetic needs of patients 
becomes only a part of a larger medical-social prob- 
lem when approached in a far-sighted and under- 
standing way. The treatment of one phase of the 
situation reacts upon the others and a solution of 
the financial difficulties is found through other 
adjustments more often than through the giving 
of relief. 

Although theoretically hospital administrators 
may agree that they should have funds in their reg- 
ular budgets, they will say that they do not have 
them. These needs are tangible and appealing and, 
if properly interpreted, money can be obtained to 
meet them. The advisory committee of the social 
service department may be the channel through 
which a part of this interpretation may be made 
to the community. Organized clubs have been in- 
terested by social service departments of hospitals 
in giving money in specific instances. In any city, 
there are other organizations such as sororities, 
church groups and social clubs that are looking for 
ways in which they may help the less privileged 
group. 

The hospital that can give any care on a free or 
part-pay basis should, to be consistent in trying 
to carry out the primary purpose for its estab- 
lishment, exclude from its consideration and con- 
cern nothing that has beef unquestionably recog- 
nized by its medical staff as a means to that end. 
Effort should be made to tap every natural re- 
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source of the patient before the hospital agrees to 
accept financial responsibility for the specific arti- 
cle. Such contacts with patients, their families and 
home communities can be most successfully made 
through the social service department. 


DeveLtopMents Necessary TO PREVENT 
NATIONALIZATION OF HosPITAL 
AND Menpicat CARE 


Fred W. Routley, M.D., Honorary Secretary, 
Ontario Hospital Association 

At least partial nationalization of both medical 
and hospital services is now in operation in most 
of the countries of the world having the Western 
form of civilization. But I am not convinced that 
complete nationalization of these services is a de- 
sirable objective for any country. 

Undoubtedly, the one greatest force that is 
likely to prevent nationalization of medicine both 
in America and in many parts of Europe for years 
to come is the confidence of the masses in the good 
old family doctor. Hospital executives whose in- 
stitutions are connected with universities that 
train medical students should constantly stress the 
necessity and charm of family practice. 

Because the rural doctor so often has no oppor- 
tunity for hospital practice and because the family 
doctor in the city so often is confronted with the 
“closed hospital,” the profession should see that 
every properly licensed doctor is made a member 
of staff of some convenient hospital, except in 
pioneer districts, and even then if possible. He 
should regularly attend the medical staff confer- 
ences and should report his serious cases and 
mortalities to his medical staff conference. Con- 
sultation is wise and should be compulsory. 

Physicians and surgeons who give free part of 
their time to public ward hospital practice should 
be paid. Doctors should be paid by the state or 
municipality for their care of the indigent sick. 

Voluntary hospitals that are built to supply free 
care to the indigent sick and that charge full cost 
to the masses of the public should have available 
semiprivate and private wards for the ordinary 
salaried classes. These should be free so far as 
the building and equipment are concerned. 

The ideal system would be to have hospitals 
built and equipped by voluntary funds for the 
treatment of two classes of patients: those sal- 
aried workers who in sickness sometimes find it 
impossible to pay their way and who should be 
charged only the cost of the current operation of 
their services; those patients who are unable to 
pay, the cost of whose care should be borne by 
the state or by some form of compulsory health 
insurance. 
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Rev. Thomas Hyde Named President- 
Elect at Protestant Meeting 


ROM all parts of the United States and Can- 
ada came the members of the American Prot- 
estant Hospital Association for the eleventh 
annual meeting held Friday, Saturday, Sunday and 
Monday, September 25-28, at the King Edward 
Hotel, Toronto. The attendance was only slightly 
less than meetings held in former years and the 
unusual enthusiasm displayed by those present well 
made up for the reduced registration of delegates. 


Dr. A. O. Fonkalsrud, Sioux Falls, S.D., the president 


of the association for the coming year. 


The type of program which was new this year 
was one of the reasons for the interest aroused. 
found tables under competent leadership with 
many assigned subjects brought out a wealth of 
information, while the prepared papers also proved 
to be most interesting. 

The members of the association paused in their 
deliberations on Sunday evening to do honor to the 
memory of the late Eugene S. Gilmore who had 


long been an enthusiastic leader of this group. He 
was the first vice-president and had been assigned 
a prominent part on this year’s program. 

On Sunday evening a memoria! service for Mr. 
Gilmore was held at which time several speakers 
testified as to his lovable qualities as hospital super- 
intendent and gentleman. Among the speakers 
were Asa S. Bacon, superintendent, Presbyterian 
Hospital, Chicago; Robert Jolly, superintendent, 
Baptist Hospital, Houston, Tex., Dr. Lewis A. Sex- 
ton, superintendent, Hartford Hospital, Hartford, 
Conn., and president of the American Hospital 
Association ; John A. McNamara, executive editor, 
THE MODERN HosPITAL; Dr. B. A. Wilkes, presi- 
dent, American Protestant Hospital Association, 
and Frank Claire English, secretary of the asso- 
ciation. 

The association program opened on Friday after- 
noon with Doctor Wilkes presiding. The first paper 


Charles A. Wordell, Chicago, took part in the round tabli 
discussion on “The Hospital Service Staff.” 
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The Rev. Herm. L. Fritschel, Milwaukee, spoke on the 
topic, “Historian, What of To-day?” 


was given by Mr. McNamara on publicity. It was 


followed by a paper on hospital records by Mrs. 
Jessie M. Harned, Rochester General Hospital, 
Rochester, N. Y. Mr. Jolly then conducted a round 
table on both of these subjects and many ideas 
were advanced on both subjects. 

On Friday evening a public meeting was held at 
which time Dr. G. Harvey Agnew, secretary of the 
department of hospital service, Canadian Medical 
Association, spoke on the subject, “Successful Ex- 
periments in Hospital Systems in Canada.” This 
was followed by a motion picture showing the nurse 
and her many duties. The picture was given 
through the courtesy of A. M. Calvin, executive 
secretary, Northwestern Baptist Hospital Associa- 
tion, St. Paul. 


Varied Topics on Saturday’s Program 


On Saturday C. 8S. Pitcher, superintendent, Pres- 
byterian Hospital, Philadelphia, gave a résumé of 
state and national legislation and the Rev. Charles 
C. Jarrell, general secretary, General Hospital 
Board of the Methodist Church South, Atlanta, Ga., 
delivered an inspiring address on humanitarian 
service. 

A. E. Paul, superintendent, Englewood Hospital, 
Chicago, then explained hts Hospital Guide for the 
Hospital Personnel. 

tobert E. Neff, director, University of Iowa 
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Hospitals, lowa City, concluded the session with a 
round table. 

On Saturday afternoon Gertrude F. Thomas, 
dietitian, University of Minnesota Hospital and Dr. 
M. T. MacEachern, American Colleze of Surgeons, 
were heard. 


Canadian Physician Speaks at Banquet 


Dr. Fred W. Routley, secretary of the Ontario 
Hospital Association, was the principal speaker at 
the banquet held Saturday evening. 

An open forum was held on Sunday afternoon 
and the meeting concluded on Monday morning 
with papers by Elizabeth Pierce, R.N., superin- 
tendent, Children’s Hospital, Cincinnati, Carolyn 
Davis, superintendent, Good Samaritan Hospital, 
Portland, Ore., and Dr. Stewart Hamilton, super- 
intendent, Harper Hospital, Detroit, and a round 


Alice P. Thatcher, a speaker at the round table discussion 
on “Publicity and Records.” 


table talk on the economic problem of the general 
hospital. 

A. O. Fonkalsrud, superintendent, Sioux Valley 
Hospital, Sioux Falls, S. D., assumed his duties as 
president and introduced Rev. Thomas A. Hyde, 
superintendent, Christ Hospital, Jersey City, N. J., 
who was elected president-elect. 

It was the general opinion that this meeting was 
one of the most successful ever held by the asso- 
ciation. 
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PROGRAM OF THE A. C. OF S. HOSPITAL 
STANDARDIZATION CONFERENCE 


Waldorf-Astoria Hotel, New York City, October 12-15 







Monday, October 12, 9:30 A.M. 










Presiding Officer 
Dr. C. Jeff Miller, New Orleans, President 






The Obligation of the Hospital to the Intern Staff. - 
Dr. C. Jeff Miller, professor of gynecology, Tulane University of Louisiana School of Medicine 


and Post-Graduate School of Medicine. 

Social Ideals in Hospital Service. ; 

Dr. Allan B. Kanavel, professor of surgery, Northwestern University, Chicago, and president- 
elect, American College of Surgeons. 


The Present Program of the American College of Surgeons. 
Dr. Franklin H. Martin, director general, American College of Surgeons. 


Analysis of Findings From the 1931 Hospital Standardization Survey (Illustrated). 

Dr. Malcolm T. MacEachern, director of hospital activities, American College of Surgeons. 

The Program of the American College of Surgeons for the Care of the Ill and Injured in Industry. 
Dr. Frederic A. Besley, professor of surgery, Northwestern University, Chicago. 

Organizing a Service for the Diagnosis and Treatment of Cancer in an Approved Hospital (II- 
lustrated). 

Dr. Bowman C. Crowell, associate director, American College of Surgeons. 

Responsibility of the Fellows of the College in Promoting the Hospital Standardization Program. 
Dr. Southgate Leigh, visiting surgeon and gynecologist, Sarah Leigh Hospital, Norfolk, Va. 

The Unification of Aims in the Hospital. 

The Rev. Alphonse M. Schwitalla, S.J., dean, St. Louis University School of Medicine, and presi- 
dent, Catholic Hospital Association. 

Our Challenge—How Shall We Meet It? 

Paul H. Fesler, superintendent, University Hospitals, Minneapolis. 


Discussion. 
Dr. George W. Crile, director, Cleveland Clinic Foundation, Cleveland. 

























Monday, October 12, 2:00 P.M. 
Presiding Officer 
Dr. C. Jeff Miller 


The Significance of the Seemingly Insignificant Matters in Hospital Management. 
Dr. Donald Guthrie, chief surgeon, Guthrie Clinic, Robert Packer Hospital, Sayre, Pa. 

The Present Status of Hospital Costs and Charges—Report of a Nationwide Survey. 

John A. McNamara, executive editor, THE MODERN HOSPITAL, Chicago. 

The Importance of More Adequate Sterilization Processes in Hospitals. 

Dr. Walter E. Dandy, associate professor of clinical surgery, Johns Hopkins University, Baltimore. 
The Staff Conference Which Assures a Thorough Review of the Clinical Work and Maximum 
Benefit to the Medical Staff and Hospital (Illustrated). 

Dr. Alton Ochsner, professor of surgery, Tulane University, New Orleans. 

Important Factors in Assuring Efficient Nursing Care of the Patient. 

Janet F. Korngold, director of nursing, Touro Infirmary, New Orleans. 

A Plan for the Systematic Instruction and Supervision of Interns and Resident Staff. 
Dr. H. L. Foss, surgeon-in-chief, George F. Geisinger Memorial Hospital, Danville, Pa. 
























Tuesday, October 13, 9:30 A.M. 






Administrative and Medical Problems Associated With the Open Hospital. 
Frank J. Walter, superintendent, St. Luke’s Hospital, Denver. 

The Present Economic Depression in Hospitals—Increasing the Utilization of Hospital Facilities 
—Maintaining the Balance Between Economy and Efficiency. 

C. J. Cummings, superintendent, Tacoma General Hospital, Tacoma, Wash. 

Factors to Be Considered in the Cost of Medical Care From the Standpoint of the Hospital. 

Dr. William H. Walsh, Chicago. 
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What Shall We Do About Automobile Accidents?—Report of a Nationwide Survey. 
Matthew O. Foley, editor, Hospital Management, Chicago. 

Assuring Harmony, Efficiency and Good Will in Managing Your Hospital. 

Robert Jolly, superintendent, Baptist Hospital, Houston, Tex. 








Tuesday, October 13, 2:00 P.M. 






Mepicat Sociat SERVICE AND FoLttow-Up 






Dr. Richard C. Cabot, Presiding. 
Hospital Social Work—A Particularly American Product. 

Dr. Richard C. Cabot, professor of clinical medicine, Harvard University, Cambridge, Mass. 
General Organization and Scope of Social Work in Medical Institutions. 

M. Antionette Cannon, New York School of Social Work. 

Medical Social Work in Industrial Medicine and Traumatic Surgery. 

Louise C. Odencrantz, New York Employment Center for the Handicapped. 

Social Service and Cancer Control. 

Dr. George H. Bigelow, chairman and executive officer, State Department of Health, Boston. 
Round Table Conference and General Discussion. 

Conducted by Dr. Burton J. Lee, clinical professor of surgery, Cornell University, New York City. 











Tuesday, October 13, 7:30 P.M. 






SPECIAL SESSION FOR [TRUSTEES 






Henry J. Fisher, president, board of directors, Manhattan Eye, Ear, Nose and Throat Hospital, 
and president, United Hospital Fund, Presiding. 

Our Responsibility as Trustees. 

F, L. Braman, president, Board of Governors, Charlotte Hungerford Hospital, Torrington, Conn. 
Promoting a Better Understanding Between the Superintendent, the Board of Trustees and the 

Medical Staff. 
Charles F. Neergaard, trustee, Carson Peck Memorial Hospital, Brooklyn, N. Y. 

By What Criteria Can the Trustees or Governing Body Judge the Efficiency of Their Institution? 
Dr. S. S. Goldwater, hospital consultant, New York City. 

The Application of Business Principles in Hospital Administration. 

Howard Cullman, president, board of directors, Beekman Street Hospital, and trustee, Flower Hos- 
pital and United Hospital Fund, New York City. 

What Do Hospital Trustees Expect From Their Superintendent? 

Dr. J. Allen Jackson, superintendent, Danville State Hospital, Danville, Pa. ° 

















Wednesday, October 14, 9:30 A.M. 






Dr. Joseph C. Doane, Jewish Hospital, Philadelphia, Presiding. 
A Complete System of Departmental Daily Reports Essential in Efficient Hospital Administration. 
Sidney G. Davidson, superintendent, Butterworth Hospital, Grand Rapids, Mich. 

How Can Scientific Clinical Records Be Assured? (Illustrated). 

Dr. James T. Nix, professor of surgery, Louisiana State University Medical Center and Loyola 
School of Dentistry, New Orleans. 

A Check System for Current Clinical Records. 

Dorothy Gilman, record librarian, Harborview Hospital, Seattle, Wash. 

A Plan for Making Group Studies of Diseases (Illustrated). 

Dr. Paul W. Willits, member of attending staff, gynecology and obstetrics, Blodgett Memorial 
Hospital, and Dorothea Trotter, record librarian, Blodgett Memorial Hospital, Grand Rapids, Mich. 
A Plan for Measuring Surgical Results in the Community Hospital. 
Dr. Carl E. Black, surgeon, Passavant Memorial and Our Savior’s Hospitals, Jacksonville, Ill. 
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Wednesday, October 14, 2:00 P.M. 
Rounp Taste—MeEpicat, Nursinc, ADMINISTRATIVE AND Economic PRosLEMS 


Conducted by Dr. R. C. Buerki, superintendent, State of Wisconsin General Hospital, Madison, Wis., 
and Robert Jolly, superintendent, Baptist Hospital, Houston, Tex. 
Special Program. 


Brooklyn, Thursday, October 15, 9:30 A.M. 
DEMONSTRATIONS AND Rounp TABLE CONFERENCES 


Conducted by Dr. Malcolm T. MacEachern and Robert Jolly, assisted by superintendents and heads 
of departments of hospitals. 

Procedure in Admitting and Discharging Patients. 

Part I—Admitting Patient: Admitting Office, Personnel Involved, Initial Contact With Patient, 
Information Required, Making Financial Arrangements, Taking Patient to Room or Ward, Recep- 
tion of Patient on Arrival in Room or Ward. 

Part II—Discharging Patient: Authority for Discharge, Personnel Involved, Paying Account, De- 
parture of Patient, Closing Financial and Clinical Records, Follow-Up. 

Organization and Management of the Case Record Department. 

Location and Arrangement of Record Office, Organization and Personnel, Securing Clinical Rec- 
ords, Supervising Clinical Records, Appraising Clinical Records, Cost of Clinical Records. 
Nursing Administration and Service. 

Organization and Relation of School of Nursing to Hospital; Ratio—(a) Supervisors to Patients; 
(b) Student Nurses to Patients; (c) Graduate Nurses on General Duty to Patients; Ward and De- 
partment Supervision, Nursing Costs. 

Operating Room Management and Procedure. 

Authority and Responsibility of Supervisor, Standardization of Departmental Routine, Booking 
Operations, Student Nurse Training and Service in Operating Room, Anesthesia, Preparation and 
Sterilization of Dressings, Records, Costs and Charges. 

Organization and Management of the Intern Service. 

Securing Interns, Rules and Regulations, Assignment of Services, Hours of Duty, Instruction, Re- 


muneration, Discipline. 


Brooklyn, October 15, 2:00 P.M. 
DEMONSTRATIONS AND Rounp TABLE CONFERENCES 


Conducted by Robert Jolly and Dr. Malcolm T. MacEachern, assisted by superintendents and heads 
of departments of hospitals. 

Organization and Management of the Dietary Department and Food Service. 

Control of Department and Responsibility for Food Service, Personnel Required, Types of Services 
With Advantages and Disadvantages, Handling Special Diets, Dealing With Complaints, Records, 
Unit Meal Costs, Food Economies. 


Business Methods ir Hospitals. 
Arrangement of Business Office, Personnel, Sources of Revenue, Schedule of Charges, Budgeting, 


Routine Procedure in Handling Patients’ Accounts, Per Diem Costs, Accessory Sources of Reve- 
nue, Deficits, Endowments. 

Management of the Obstetrical Department. 

Segregation From Other Patients, Departmental Rules and Regulations, Procedure in Observa- 
tion of Patient in Labor, Precautions Against Infection of Mother and Baby, Handling of Skin 
Rashes Among Babies, Records, Charges. 


The Handling of Hospital Visitors. 
Rules and Regulations, Hours, Control of Number of Visitors to Each Patient, Visitors to Seri- 


ously Ill Patients, Procedure for Visitors Outside Regular Hours (a) Friends and Relatives, (b) 
Clergy and Welfare Workers, (c) Officials; Discipline, Education of Public as to Visiting. 
Public Relations. 

Contact with Official and Community Organizations, Publicity, Health Education Forum, Publica- 
tions, Other Methods of Promoting Community Interest and Better Understanding of Hospitals. 
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Ralston Wheat Cereal 






is now enriched with 
appetite-stimulating Vitamin B, 


| the demand of the 
medical profession for a palata- 
ble, economical supply of vita- 
min B,—Ralston Wheat Cereal 
is now enriched with added wheat 
embryo-—therichest natural source 
of this appetite-stimulating factor. 

In flavor and appearance the 
new Ralston is exactly the same 
as the original Ralston Wheat 
Cereal which has been recom- 
mended by physicians for over 
thirty years. 

Now, however, it is more im- 
portant than ever that Ralston 
be included in the daily diet of 


growing children. For this palat- 
able, easily prepared cereal now 
provides both the abundant 
health-building properties of 
whole wheat, and a liberal quan- 
tity of vitamin B,. With the new 
Ralston there is none of the 
trouble or uncertainty of mixing 
or adding concentrates to other 
foods; no struggling to acquaint 
the child with a new food; vot 
even one cent of extra expense. 

A free sample of the new 
Ralston and a laboratory Re- 
search Report are yours for the 
asking. Write us for them today. 


Rartston Purina Co.,350CHEcKERBOARD SQuare, St. Louis, Mo. 








Diz the cereal you recommend pass this test? Examine, in your 


hand, a little of the wheat cereal you recommend. If it is a complete cereal it 
will consist of Brown particles containing two important minerals, phosphor- 
ous and iron; Yellow particles containing vitamins A and E, and the appetite- 
stimulating vitamin B,; White particles containing starch for warmth and 
energy. Over-refining or processing removes or destroys some of these health- 
building properties. fo be sure you are recommending a complete cereal, 


look for the brown, yellow and white particles. All three are in Ralston. 
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E. S. Gilmore, Chicago Hospital 
Leader, Dies 


ley Memorial Hospital, Chicago, and former 
president of the American Hospital Associ- 
ation, died suddenly September 12, from a heart 
attack. Mr. Gilmore was sixty-four years of age. 
Funeral services for Mr. Gilmore were held at 
the Woodlawn Park Methodist Church on Septem- 
ber 14 and were attended by many hundreds of 
people. Bishop Edwin H. Hughes of the Methodist 


Fh tev ate S. GILMORE, superintendent, Wes- 





Episcopal Church delivered the eulogy. Many per- 
sons of national importance in hospital work were 
present, among them the president of the Ameri- 
can Hospital Association, Paul H. Fesler, Dr. Bert 
W. Caldwell, executive secretary of the association, 
and Asa S. Bacon, treasurer of the association; 


Rev. N. E. Davis representing the Methodist Hos- 
pitals, Homes and Deaconess Association; Dr. 
M. T. MacEachern, American College of Surgeons ; 
Evelyn Wood, Central Council for Nursing Edu- 
cation; J. Dewey Lutes, president of the Hospital 
Association of the State of Illinois; Rev. J. H. 
Bauernfeind representing the American Protestant 
Hospital Association and almost the entire mem- 
bership of the Chicago Hospital Association. 

Tribute was also paid to Mr. Gilmore by Rev. 
Mr. Davis and Mr. Bacon on behalf of the Na- 
tional Methodist Hospital Association and the 
American Hospital Association, respectively. Mr. 
Bacon spoke in part as follows: 

“In the death of Mr. Gilmore the hospital world 
has sustained a great loss. His ideals as to the 
scope, character and spirit of what the modern 
hospital should be, brought to him national pre- 
eminence. He attended the second meeting of the 
American Hospital in 1900. He served on various 
committees until 1924 when the association recog- 
nized his sterling qualities, his splendid and un- 
selfish personality, his tireless devotion to the work 
in the hospital field, and elected him as president- 
elect. He was installed as its president the follow- 
ing year... .” 

The body was taken to Ann Arbor, Mich., for 
burial. 

A memorial service was held on Sunday evening, 
September 27, at the Chicago Methodist Temple. 

Mr. Gilmore was born in St. Cloud, Minn., and 
graduated from the Michigan State Normal School, 
Ypsilanti. He was superintendent of the Univer- 
sity Hospital, Ann Arbor, for nine years before 
coming to Chicago. He became superintendent of 
Wesley Memorial Hospital in 1908. 

At the time of his death Mr. Gilmore was a trus- 
tee of the American Hospital Association and vice- 
president of the Protestant Hospital Association. 
He was also a trustee of the Methodist Hospitals, 
Homes and Deaconess Association and of the Chi- 
cago Hospital Association. He is survived by his 
widow and one daughter. 
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I HE production of Liver Extract No. 343, used in the treatment of perni- 
cious anemia, involves elaborate equipment. The two storage tanks of the extract in 
process, in the foreground above, are seen from the second floor level, as is the still in 


the center.—View in the laboratories of Eli Lilly and Company, Indianapolis, manu- 
facturers of 


ILETIN (INSULIN, LILLY) -:- LIVER EXTRACT No. 343 
TABLETS AMYTAL -:- PULVULES SODIUM AMYTAL 
PARA-THOR-MONE -:- EPHEDRINE PREPARATIONS 


and an extensive line of pharmaceutical and biological products. 


LILLY PRODUCTS ARE ADVERTISED ONLY IN PUBLICATIONS ADDRESSED TO THE PROFESSION 
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Medical and Patients’ Libraries to Be 
Discussed 


For the first time in Pennsylvania hospital su- 
perintendents and librarians have been asked to 
join in a statewide meeting to discuss the organiza- 
tion and management of both medical and pa- 
tients’ libraries. 

Since the essentials in a hospital approved for 
interns by the Council on Medical Education and 
Hospitals, American Medical Association, include 
“a working library, in charge of a librarian,” and 
since many hospitals are discovering the thera- 
peutic value of books for their patients, such a 
conference should help solve many problems. 

The conference is under the auspices of the 
Pennsylvania Library Association, which meets in 
Pittsburgh, October 20 to 23. 

Those who will appear on the program for the 
hospital libraries round table are as follows: Ade- 
line M. Macrum, librarian, Tuberculosis League; 
Edith Pomeroy, chief, libraries section, U. S. Vet- 
erans’ Administration, Washington, D. C.; Clar- 
ence W. Summer, librarian, the Youngstown Pub- 
lic Library; Dr. C. Howard Marcy, librarian, the 
Pittsburgh Academy of Medicine; Valerie M. Dob- 
son, librarian, Veterans’ Hospital No. 103, Aspin- 
wall, Pa.; Ann McPherson, Carnegie Library of 
Pittsburgh. 








Report on Hospital Problems Will 
Be Made to Gov. Roosevelt 


At a meeting of the committee appointed by 
Governor Franklin D. Roosevelt of New York 
State to review medical and hospital problems in 
connection with Workmen’s Compensation Insur- 
ance held recently, it was announced that a pre- 
liminary report would be made to the governor 
within the next month or six weeks based on the 
public hearings, as well as committee and sub- 
committee meetings held by this group. 

It is understood that this committee has held 
hearings for labor, hospitals and the insurance 
carriers in New York City and Albany during the 
past few months and will make a preliminary re- 
port to the governor based on these findings. The 
report will be amplified at a later date when full 
surveys and more comprehensive data are avail- 
able. 
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Howard S. Cullman, president, Beekman Street 
Hospital, New York City, is chairman of this com- 
mittee. The chairmen of the subcommittees in- 
clude: Dr. Adrian S. Lambert, committee on 
medical matters; Dr. S. S. Goldwater, hospital and 
hospital clinics; Howard S. Gans, legal aspects, 
and Max Meyer, departmental procedure. 











Chicago Dietitians Meet 


The Chicago Dietetic Association held its first 
fall meeting on Wednesday evening, September 16, 
at University Towers. 

The speaker was Dr. S. J. Fogelson, instructor 
in surgery, department of experimental surgery, 
Northwestern University, and of the staff at Wes- 
ley Memorial Hospital. His subject was “The 
Present Status of Mucin in the Treatment of Pep- 
tic Ulcer.” 

A brief business meeting followed the program. 





Pennsylvania Is Assured State 


Psychiatric Hospital 


A state psychiatric hospital for Pennsylvania 
was assured when Governor Pinchot recently 
signed a bill providing for an appropriation of 
$25,000 to be set aside for the establishment of 
such a hospital on a site which has been donated 
to the state by the University of Pittsburgh. The 
legislature will be asked to consider, during the 
session of 1933, an appropriation of $2,000,000 
for the construction of the hospital, which will be 
planned to accommodate at least 150 psychiatric 
patients and at least 200 daily visits of psychiatric 
out-patients. 

This hospital will be the focal point for research 
and medical progress in psychiatry in the state. 
It will constitute an important teaching center 
for medical students, general practitioners, 
nurses, psychologists and social workers. It will 
supply a much needed recruiting station for the 
training of special personne! for the mental hos- 
pitals. The need for trained psychiatrists, phy- 
sicians qualified in mental medicine to man the 
state mental hospitals, child guidance clinics and 
community workers is urgent and is constantly 
increasing. 
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There’s no place for chance or guess in the design 
and construction of an Ideal Conveyor. There’s a 
reason for each fraction of an inch in dimensions. 


There’s a reason for the 20-gauge Allegheny metal 
t deck and the 16-gauge metal body. There’s a reason 
@ Xx a C y for the ‘‘refrigerator’’ shelves, the seamless food com- 


partments, the 300% over-load electric elements. 


43 963 3 Qs 9 The reasons are discovered by doctors, dietitians, 
2 xX 2 X 2 . hospital superintendents. The hospital field itself is 
working to improve food distribution. It is working 
with our thoroughly capable staff of engineers, de- 


signers and executives. The result is a perfected Ideal 
Food Conveyor System. 


Ideals might be different. They might be higher, 
wider and longer—heavier or lighter. But actual ex- 
perience shows that in size, design, construction and 
equipment they are best fitted to accomplish one 
thing well—quiet, economical, satisfactory hospital 
meal distribution. 


Let us send you an interesting book about the 
Ideal System and how it operates. Yours for the asking. 











Most hospitals 


TOLEDO, OHIO US e Releye conveyo rs 


THE SWARTZBAUGH MFG. COMPANY 


dssociate Distributor: The Colson Stores Co., Cleveland, Ohio, with Branches 


in: Baltimore @ Chicago @ Boston @ Cincinnati @ Buffalo ¢@ + F fe | 
Detroit @ New York @ Philadelphia @ Pittsburgh @ St. Louis ©@ I ] iOS ele) CO NVEVOrs 
Los Angeles @ San Francisco @ Washington Cycle Co., Tacoma, Wash. 4 ) ) 
@ Canada: THE CANADIAN FAIRBANKS-MORSE CO.. Ltd. @ Branches g " 
in Principal Canadian Cities C ME ; 
t 
are ¥de 


Gileat 


Food Conveyor Systems 
< J Found in Foremost Hospitals 
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Record Librarians Announce Program 


for Five-Day Conference 

The Association of Record Librarians of North 
America has completed the program for its annual 
meeting which is to be held concurrently with the 
meeting of the American College of Surgeons in 
New York City, October 12 to 17. 

The first day will include registration activities 
and personally conducted sightseeing trips. 

The second day’s program will include greetings 
from the medical record librarians of Greater New 
York, presented by Sylvia Barteau, Bellevue Hos- 
pital, New York City, vice-president of the na- 
tional association, and from the medical record 
librarians of Brooklyn, Long Island and Staten 
Island, presented by Madelyn Fahan, Kings County 
Hospital, Brooklyn. Addresses will be given by 
Jessie Harned, Rochester General Hospital, Roch- 
ester, N. Y., president of the association, Dr. 
Malcolm T. MacEachern, director of hospital 
activities, American College of Surgeons, and 
Grace W. Myers, librarian emeritus, Massachu- 
setts General Hospital, Boston, and honorary presi- 
dent of the association. 

Matters of general importance to the association 
are to be discussed during the remaining days of 
the session. Appearing on the various programs 
are: Mary M. Newton, medical statistician, Pitts- 
burgh Homeopathic Hospital, Pittsburgh; Dr. 
Frederick A. MacCurdy, superintendent, Vander- 
bilt Clinic, New York City; Dr. Robert C. 
Buerki, superintendent, State of Wisconsin General 
Hospital, Madison; Dr. E. W. Williamson, Chi- 
cago; Billie Haag, Baptist Hospital, Houston, Tex. ; 
Evelyn Vredenburg, Woman’s Hospital in the 
State of New York, New York City; Dr. Carl E. 
McCombs, manager, National Institute of Public 
Administration, New York City; John E. Ransom, 
assistant director, Johns Hopkins Hospital, Balti- 
more; Dr. Robert L. Dickinson, New York City; 
Dr. A. L. Lockwood, Toronto; Dr. Harley A. 
Haynes, medical director, University Hospital, 
Ann Arbor, Mich.; Dr. George Draper, associate 
professor of clinical medicine, College of Physi- 
cians and Surgeons, New York City, and Paul H. 
Fesler, superintendent, University of Minnesota 
Hospitals, Minneapolis. 

Contributors to a symposium on the training of 
record librarians will include Dr. Christopher G. 
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Parnall, medical director, Rochester General Hos- 
pital, Rochester, N. Y., Minnie Genevieve Morse, 
library consultant, Manlius, N. Y., Dr. T. R. Pon- 
ton, superintendent, University Hospital, Augusta, 
Ga., Jessie Harned, and Dr. Donald C. Smelzer, 
medical director, Graduate Hospital of the Univer- 
sity of Pennsylvania, Philadelphia. 








Prominent Hospital Dietitians to 


Appear on A. D. A. Program 


Dietitians from all sections of the country are 
making their arrangements for their trip to Cin- 
cinnati where they will attend the meeting of the 
American Dietetic Association to be held there, 
October 19 to 22. Many hospital dietitians are 
planning to attend and will have a prominent 
place on the program. The dietary departments 
of Cincinnati hospitals will be open for inspection, 
and Children’s Hospital, Christ Hospital and Good 
Samaritan Hospital are to entertain the delegates 
at tea. 

Among the hospital dietitians who will appear 
on the program are S. Margaret Gillam, director 
of dietetics and housekeeping, University Hospi- 
tal, Ann Arbor, Mich.; Lenna Cooper, Montefiore 
Hospital, New York City; Mary I. Barber, Battle 
Creek Sanitarium, Battle Creek, Mich.; Gertrude 
Spitz, Beth Israel Hospital, Boston; Helen Gilson, 
Pennsylvania Hospital, Philadelphia; Frances B. 
Floore, St. Luke’s Hospital, Chicago; Mabel G. 
Supplee, Fifth Avenue Hospital, New York City; 
Mary M. Harrington, Harper Hospital, Detroit; 
Dorothy Stewart Waller and Genevieve Cartmill, 
University Hospital, Ann Arbor, Mich.; Mary 
Foley, Kahler Corporation, Rochester, Minn.; 
Lute Troutt, University of Indiana Hospital, In- 
dianapolis; Elizabeth Hayward, Santa Barbara 
Hospital, Santa Barbara, Calif.; Sister Mary Vic- 
tor, St. Mary’s Hospital, Rochester, Minn.; Edith 
Smith, Mt. Sinai Hospital, New York City; Anna 
E. Boller, Central Free Dispensary at Rush Medi- 
cal College, Chicago; Frances Stern, Boston Dis- 
pensary, Boston. 

Dr. A. C. Bachmeyer, superintendent, Cincin- 
nati General Hospital, who will deliver the 
opening address has chosen as his subject, “The 
Dietitian as an Administrative Officer in the In- 
stitution.” 
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A problem of equipment layout, perhaps. 
EVE RYT 4 | Ni GC Or of operating costs...or cooking speed 
...or efficiency. No matter what it is, no 
matter how big a problem or how small, 
FOR we are equipped and eager to help you 
solve it. 
COOKING-BY-GAS Perhaps your problem is simply one of 
equipment. Again, we are ready... with 


PL every newest advance in every type of 
equipment for every cooking job that's 


done by gas. 


EXPERIENCED HELP “Standard's” experience goes along 
with “Vulcan” equipment... Get the 


WITH YOUR COOKING PROBLEMS tenefit of both! 





7" 











STANDARD GAS EQUIPMENT CORP., 18 EAST 41st STREET, NEW YORK CITY 
NEW YORK « BALTIMORE « CHICAGO + BOSTON « BIRMINGHAM «* Pacific Coast Distributor: Northwest Gas & Elec. Equipment Corp., Portland, Oregon 
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Depression Has Affected Hospitals, 
Report Shows 








The reassuring report of Surgeon General Hugh 
S. Cumming, chief, United States Public Health 
Service, that the economic situation “‘seems to 
have had no general adverse effect on health and 
mortality rates,” is challenged by the United Hos- 
pital Fund, which recently completed a survey of 
141 hospitals in New York City and made public 
statistics showing an abnormal and progressing 
increase in hospital cases. 

In a statement presenting the results of the sur- 
vey, Homer Wickenden, general director of the 
fund, said that it was of vital importance that the 
public should not be misled as to the influence of 
unemployment on the public health by optimistic 
generalizations having a tendency to divert finan- 
cial support from the hospitals, never before in so 
great need of help, and to create a false sense of 
security on the part of the public everywhere men- 
aced by contact with those who need treatment but 
“cannot afford to be sick.” 

Commenting on the conclusions of the local sur- 
vey, Dr. Shirley W. Wynne, commissioner of health 
for New York City, said that inasmuch as the 
statement made by the surgeon general to the 
President dealt only with mortalities, and those 
in a limited area, its chief significance was as an 
evidence of more rigid sanitary laws, a steady 
advance in the science of medicine and improved 
methods of hospital treatment. 

The survey of the fund’s hospital treatment 
covered the four years ending December 31, 1930. 
In these years there was a maximum increase in 
the population of the city of 2 per cent. In 1928 
the total of the days of care given to hospital pa- 
tients for the 141 public and private hospitals can- 
vassed, was 9,471,918, or 3.3 per cent increase over 
the preceding year. The total of visits made by 
patients to the dispensaries of these hospitals for 
the same year was 4,534,421, an increase of 8.4 
per cent. In 1929 the hospital days rose to 9,972,- 
104, an increase of 5.3 per cent ; and the out-patient 
visits to 4,990,640, an increase for the year of 10.1 
per cent. For 1930 the hospital days were 10,597,- 
858, an increase of 8.3 per cent. The out-patient 
visits grew to 5,622,426. 

Mr. Wickenden holds that “Nothing should be 
permitted to militate against public and private 
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support of the hospitals, upon which the mainte- 
nance of public health so largely depends. The 
facts are that the hospitals generally are burdened 
as never before. There are relatively few paying 
patients while the wards are overflowing. Despite 
the most stringent economy, the hospitals are 
piling up greater and greater deficits.” 





Chicago Nursing Organization 
to Hold Luncheon Meeting 


The Central Council for Nursing Education, 
Chicago, will hold a luncheon meeting on October 
14, at 12:30 p.m., in the Blackstone Hotel, Chi- 
cago. Doctor C.-E. A. Winslow, professor of pub- 
lic health, Yale University, will speak on “Who Is 
Responsible for Educating Nurses?” Mrs. Paul 
Walker is chairman of the committee in charge 
of arrangements for the luncheon. Assisting her 
are Helen V. Drake and M. Helena McMillan. 

The luncheon is being held at the same time as 
the annual meetings of the Hlinois State Nurses’ 
Association and the Illinois League of Nursing 
Education. 





Increase in Hospital Building 
Predicted for 1932 


Hospital construction in 1932 is likely to show 
an increase of 18.5 per cent over the 1931 figures 
in that field, according to a survey made by THE 
MODERN HOSPITAL and based on returns from a 
questionnaire sent to 267 architects prominent in 
hospital work in the United States and Canada. 

The budget for the coming year is estimated at 
$220,887,097 and as building costs are now about 
25 per cent below normal, this promises a busy 
and prosperous year for those who build and equip 
hospitals. The survey reveals that the reasons for 
the increase arise from three causes. First, many 
large projects delayed during the past two years 
are likely soon to be under way as the need for 
increased accommodations becomes pressing. Sec- 
ond, lower building costs and endownment capital 
now available make the financial situation favor- 
able. Third, large Federal programs, stimulated 
by Congress during the depression, will create an 
increased volume of business. 
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EXCEPTIONALLY BEAUTIFUL 
SURPRISINGLY ECONOMICAL 








Beauty —EconoMy— 
STAUNCHNESS— UTILITY 
—The four qualities con- 
sidered by the modern 
hospital as requisites of 
the ideal hospital furni- 
ture. The Hill-Rom Solar- 
ium Suite shown on this 





page combines those four 





requirements to a remark- 


able degree. 


You may truly “Bring the 
Home into the Hospital”’ 
with Hill-Rom Artistic 
Wooden Hospital 
Furniture. 





Write for our latest catalog 


and price list 











THE HILL-ROM COMPANY 


BATESVILLE, INDIANA 
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Dr. L. B. RoGERs, formerly managing director, 
St. Francis Hospital, San Francisco, has resigned 
to become superintendent, Hollywood Hospital, 
Hollywood, Calif., succeeding Dr. B. A. WILKES, 
resigned. 


CLARA G. SANKS, superintendent of nurses, Hope 
Methodist Episcopal Hospital, Fort Wayne, Ind., 
was recently appointed acting superintendent of 
the hospital. She will continue to act as superin- 
tendent of nurses also. 


REV. JOHN G. BENSON, superintendent, White 
Cross Hospital, Columbus, Ohio, has been made 
associate superintendent of the Methodist Epis- 
copal Hospital, Indianapolis. 


Dr. SYLVAN L. HAAS has been appointed chief 
surgeon of the Shriners Hospital for Crippled 
Children, San Francisco. 


CATHERYN DAVENPORT has resigned as super- 
intendent, King’s Daughters’ Hospital, Madison, 
Ind., and is succeeded by RINDA RAINES. 


HOWARD V. WILLIAMS is the newly elected su- 
perintendent of Macon Hospital, Macon, Ga., suc- 
ceeding Dr. R. W. RICHARDSON who has gone to 
New Orleans to take a postgraduate course in the 
medical school of Tulane University. 


FRANCIS C. LEUPOLD, for more than seven years 
superintendent, St. Luke’s and Children’s Homeo- 
pathic Hospitals, Philadelphia, has been elected 
superintendent, Montgomery Hospital, Norris- 
town., Pa. MR. LEUPOLD will take up his new 
duties, October 1, 1931. 


ELMER AHLSTEDT was recently named superin- 
tendent, Trinity Lutheran Hospital, Kansas City, 
Mo. 


THOMAS J. H. O’SHAUGHNESSY is the newly ap- 
pointed superintendent, Kahler Hospital, Roches- 
ter, Minn. 


JOHN SLATON, JR., has recently assumed the 
superintendency of United States Veterans’ Hos- 
pital, Atlanta, Ga. 


ALBERTINE R. LEIDY is the newly appointed su- 
perintendent of Crown Heights Hospital, Brooklyn, 
N. Y., having gone there from the Tioga County 
General Hospital, Waverly, N. Y. 


Dr. WILLIAM L. HERNER, Milwaukee, has been 
appointed medical director, Sacred Heart Sani- 
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tarium, succeeding DR. STEPHEN 8S. STACK, re- 
signed. 


OTOMA BuTTs is the recently appointed super- 
intendent, Pawhuska Municipal Hospital, Paw- 
huska, Okla., succeeding BESSIE BLAKE, resigned. 


EMMA DARDEN has been named superintendent, 
Lakeview Hospital, Suffolk, Va. 


GRACE M. HARGRAVES, superintendent, St. Luke’s 
Hospital, St. Petersburg, Fla., has recently been 
appointed to direct the operating room supervision 
at Gardiner General Hospital, Augusta, Me., and 
to act as laboratory technician. 


Dr. L. G. GUYER is the new acting superintend- 
ent, Pawling Sanitarium, Pawling, N. Y., succeed- 
ing DR. WILLIAM P. BROWN, resigned. 


LILLIAN M. HOUGH is the newly appointed su- 
perintendent of Victoria Hospital, Renfrew, Ont., 
succeeding KATHRYN FORBES. 


THE REv. M. L. KRAEMER, Wichita, Kan., will 
succeed the REV. WILLIAM REST as superintendent 
of the Evangelical Hospital, Kansas City, Mo. MR. 
REST will reenter the active ministry. 


MIRANDA MAXWELL, Corsicana, Tex., is the 
newly appointed superintendent, Lamar County 
Hospital, Paris, Tex., succeeding HATTIE M. 
THOMAS, resigned. 


Dr. HENRY L. CLOW has been named assistant 
superintendent, Gardner State Colony, Gardner, 
Mass., succeeding Dr. L. O. FARRAR. DR. CHARLES 
E. THOMPSON is head of the institution. 


Dr. JOSEPH E. BARRETT, assistant superintend- 
ent at the Taunton State Hospital, Taunton, Mass., 
has recently been named assistant to the commis- 
sioner of mental diseases, DR. GEORGE M. KLINE. 


C. A. LAMONT, a former trustee of the Flagler 
Hospital, St. Augustine, Fla., is now serving that 
institution in the capacity of superintendent. CAPT. 
C. O. STIMMEL, the former superintendent, is still 
connected with the hospital as laboratory techni- 
cian. 


Dr. FLoyD A. ALCORN who was formerly con- 
nected with the Sterling Hospital, Sterling, Colo., 
and the Haxtun Hospital, Haxtun, Colo., as sur- 
geon, has accepted the superintendency of the 
Nebraska Orthopedic Hospital, Lincoln, Neb. 
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the priceless asset 


ESTORING the sick to health, 
while originally the only func- 
tion of the hospital, is more and 
more being supplemented by the 
service of keeping well people well, 
and all over the country hospitals 
are taking active leadership in 
health educational work. Particu- 
larly among children the ideals of 
healthful living and right habits 
are meeting with excellent re- 
sults. 


Quite properly the service of 
any hospital includes educational 
work with resident patients, out- 
patients, and through its commu- 
nity contacts—educational work 
among both children and adults to 





Hospitals at all times are assured 
a uniformity of quality and efficacy 
by avoiding imitations. “Phillips’ 
Milk of Magnesia” bears our regis- 
tered trade mark. Insist upon it by 
name. Obtainable in 4-ounce (25c 
bottles), 12-ounce (50c bottles), and 


and supply houses everywhere. 
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the end of preventing those abuses 
of right living which lead to ill bal- 
anced metabolism. This condi- 
tion too frequently shows itself 
through a diminished alkalinity of 
the blood and tissues due to an 
excess of acid products—acidosis. 


Gastric hyperacidity, acidity of 
the mouth and other of the more 
obvious manifestations of acidosis 
are promptly counteracted by 
“Phillips’ Milk of Magnesia” 
which has a pronounced affinity 
for acids, the harmless resultant 
compounds being readily excreted. 
Further, it has the additional 
merit of being laxative, a quality 
of importance here since constipa- 
tion is so frequently the under- 
lying cause of hyperacidity. 
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“Milk of Magnesia” has been the U. S. Registered Trade Mark of The Charles 
H. Phillips Chemical Co. and its predecessor Charles H. Phillips since 1875. 
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Conducted by M. Hetena McMutay, R.N. 


Director, School of Nursing, Presbyterian Hospital, Chicago 


How Brooklyn Nurses Teach Prenatal 
and Postnatal Care 


By EDNA P. BRAUN, R.N. 


Chicago 


overlooking a golden opportunity to educate 

its patients in both the mental and the physi- 
cal care of the newly born. Before the mother’s 
d'smissal from the obstetric department most hos- 
pitals allow her to witness the bathing of her 
baby, and the nurse may give her a few instruc- 
tions as to its care and feeding at this time but 
this is all the teaching she receives. No doubt 
this is helpful, but the mother is weak and often 
feels too faint in the warm nursery to get much 
benefit from the demonstration. 

In Brooklyn, N. Y., under the auspices of the 
Maternity Center Association, graduate nurses are 
sent to the prenatal clinics of a number of hospi- 
tals to give detailed instruction before the birth of 
the child. The same service is available to patients 
whose economic status allows them to engage an 
obstetrician. The Maternity Center Association 
nurses have special training in prenatal, postnatal 
and infant care. 

The course of instruction covers the hygiene of 
pregnancy and the puerperium, a little of the 
physiologic development of the fetus, diet for the 


! 1HE modern hospital in most instances is 


normal mother, the proper clothing for both- 


mother and infant demonstrated with model gar- 
ments, a demonstration on bathing the baby anda 
detailed discussion of habit training which should 
be begun in infancy. 

To the mother attending the clinic these classes 
afford social contacts, give her the satisfaction 
that comes with the acquisition of knowledge and 
eliminate gossip pertaining to the unfortunate mis- 
haps of childbearing that so harasses the pregnant 
woman. Many of these women are urged to bring 
their mothers and husbands to the clinic and thus 


the age old conviction that the new mother cannot 
care for her baby without constant advice and 
interference from others in the family is tactfully 
overcome. To her natural affection for the infant 
and her deep sense of responsibility for its welfare 
are added confidence in her own ability to care 
for it and respect for its rights. After each talk 
or demonstration questions are answered and 
problems discussed individually with any who 
present them. Many of these mothers have so 
limited a vocabulary that they come to the nurse 
to have her tell them how best to describe disturb- 
ing symptoms to the examining doctor. It is in- 
teresting to find that the prospective grandmother 
has more questions to ask than the mother, and 
that the mother who has other children learns to 
see behavior difficulties as the result of errors in 
early care. 

In the private classes for the more fortunate 
mothers the same simple garments and demon- 
stration materials are used. To the women of this 
group the course is like a review of the biology 
and psychology of their college course but it is 
more interesting because it is concretely applied. 
Expressions of satisfaction in the classes are as 
common in this group as among the clinic mothers. 


How the System Benefits the Mother 


Some of the advantages of giving these classes 
during pregnancy are that the traditional taboos 
and fears of childbearing are overcome, faulty 
health habits are corrected, the mother is guided 
in her purchases so that simpler and more suitable 
equipment is selected, definite plans are made for 
adjusting the household to the needs of the baby 
and, most important of all, the mother learns the 
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Shock Proo 
X-Ray Apparatus 


VERY surgeon knows the 
limitations with x-ray ap- 
paratus in fracture work, when 
constant vigilance has been 
necessary lest he or his patient 
come in contact with some part 
of the high tension circuit. 
Because of this he has had to 
forego certain radiographic and 





A Boon to Fracture Work 
















fluoroscopic views of the frac- zm og shows the Victor Model B-26 Shock-Proof X-Ray Unit in position 
a) aad = i or bi-plane fluoroscopy, with two tube heads, for directing the x-rays from below 
ture, regardless of their impor- and crosswise the table, respectively. Note how the McCutchen Fracture Device 
tancetodiagnosisand prognosis. is adapted to the table. The fluoroscopic screen (at upper right in picture) is 
swung down into position for observation in either plane; through the two-way 


That day is past, however, 
since the advent of Victor 
Shock-Proof X-Ray Apparatus. Think of the 
advantage of being able to view any part of the 
body, from every conceivable angle, without 
regard to the proximity of the high tension circuit 
to the operator, or his assistant, or the patient- 
without any danger whatsoever of electrical shock. 

By placing the Coolidge x-ray tube and the 
x-ray transformer in a grounded and sealed con- 
tainer filled with insulating oil, a shock-proof and 
fool-proof x-ray apparatus is realized. This feature 
of safety has not been at the sacrifice of flexibility; 
to the contrary, it has made the Victor unit 
capable of viewing the various regions of the body 
in positions and from angles which heretofore 
have been impossible due to attendant dangers of 
the high tension circuit. Furthermore, the com- 
plete insulation of the high tension circuit in 
Victor shock-proof apparatus makes it the safest 
to use in the presence of ether vapor. 

Consider how the handling of some cases will 
be facilitated, when a fracture may be viewed 
fluoroscopically in two planes, without having to 


foot switch on the floor the operator energizes either tube head at will. 


change the position of the patient. This is accom- 
plished with one shock-proof tube head below the 
table, another at the side directing the rays cross- 
wise the table. A two-way switch energizes the 
two tube heads alternately, while the suspended 
fluoroscopic screen is quickly adjusted to either 
plane during observation. 

With a fracture setting device adapted to the 
table, Victor shock-proof equipment is truly the 
last word in x-ray facilities for the fracture 
specialist. 

To fully appreciate the significance of this 
development, you should read the complete descrip- 
tive literature, which we will gladly send on request. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 Jackson Boulevard Chicago, IIL, U.S.A. 








FORMERLY VICTOR (WO xn ORPOR N 


Join us in the General Electric Program broadcast every Saturday 
evening over a nation-wide N. B.C. network. 
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importance of establishing good habits early in 
life. 

Nurses have little opportunity to learn of the 
care of the normal child as their contacts in train- 
ing are limited largely to the sick child except for 
the brief period in the maternity nursery. Several 
of the Brooklyn schools of nursing are allowing 
their students to attend one full course of these 
classes, thus giving them an idea of prenatal care 
and of the care of the infant in the home, and 
impressing on them their responsibility as teachers 
of health to their patients. 

Several of the Maternity Center Association 
nurses have taken positions in obstetricians’ 
offices, assisting with the examinations of pa- 
tients and with laboratory work, and conducting 
these classes for the patients in small groups. I 
had the privilege of being one of the Brooklyn 
Maternity Center staff and have never known 
deeper satisfaction in any type of work. 





What the Morning Report Means 


to the Student Nurse 
By Mary Wattace Witson 


Head Nurse, Presbyterian Hospital, Chicago 

What opportunity does the “morning report” 
offer the head nurse for the correlation of theory 
and practice? 

The ideal training for a senior student nurse 
places on her the responsibility for reading to the 
group the night report, orders and prescriptions, 
as well as the responsibility for the execution of 
those orders. The graduate head nurse in a super- 
visory capacity notes omissions, emphasizes im- 
portant points and directs the conference which 
follows. 

The following will serve to illustrate what may 
be done to correlate theory with practice at the 
morning conference. The thing of deepest inter- 
est in the night report is the condition of the crit- 
ically ill patient, as, for instance, a postoperative 
case of pneumonia. The student caring for this 
particular patient may be assigned to bring to the 
conference the next morning her classroom notes 
on this disease, her contribution to the “morning 
report” to be a talk on types, symptoms and 
stages of the disease and possible complications, 
diet and drugs used, leaving for the climax em- 
phasis on hygienic care and the necessary nursing 
procedures. With the patient’s chart at hand, the 
history, laboratory and temperature sheets may 
be quickly compared with the lecture notes and 
a discussion assured. Questions are encouraged 
and may be referred to the head nurse or left for 
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further study. Such a conference encourages in- 
telligent nursing and equally intelligent charting. 
It is a challenge to the group and they go to their 
morning tasks, stimulated for better work and 
ready to apply the knowledge gained in the class- 
room. 

Variations in types of cases on floor care sup- 
ply a wealth of material for group consideration. 
Nursing procedures may well be reviewed and 
discussed. 

The files of the American Journal of Nursing 
are sources for excellent class material. Two arti- 
cles in the 1929 volume, one on the treatment of 
burns by tannic acid spray and another on nurs- 
ing care in prostatic cases with its appreciation 
of care of the aged, may be reviewed to advan- 
tage by each succeeding student group. 

A morning devoted to the comparative costs of 
rubber goods, utensils, linens, drugs, hypodermic 
barrels and needles will bring gasps of astonish- 
ment from the listeners and may contribute con- 
structively to the perplexing question of enforcing 
economy. 

The element of time must be considered for this 
supplementary work since it goes without saying 
that there are times when it is futile to try to 
plan for anything but immediate attention to the 
orders for the day. Not longer than from ten or 
fifteen minutes each morning are needed for this 
work. & 

The definitely planned “morning report” devel- 
ops a spirit of cooperation among student nurses, 
creates a more sympathetic understanding toward 
the patient and stimulates graduates and students 
to a keener interest in scientific nursing. 





Babies on the Installment Plan at 
Presbyterian Hospital 


Presbyterian Hospital, Chicago, has devised a 
plan whereby mothers may pay for their expected 
babies on the installment plan, and thus be assured 
of complete ownership after their arrival. 

The expectant mothers are charged a $45 fee, 
including a laboratory fee of $5 for a Wassermann 
test and urinalysis and $4 a day while the patient 
is in the hospital. For the normal stay of ten days, 
the $45 covers the entire hospital bill. An addi- 
tional $4 is charged for each day over this period. 
This fee may be paid on the installment plan, $5 
at registration and $5 for each month of preg- 
nancy. 

If the patient is not delivered at Presbyterian 
Hospital, the money is refunded to her with the 
exception of $5 to cover the laboratory fee. 

















N E 
So 

add to 
them t 

See | 
cheape 
lever. ‘ 
curren 
perfect 
trays re 
hot anc 
because 
made it 

As fc 
per ho 
Toast 
Toastn 
current 

Mete 
show tl 
sufficies 

Anot 
cally ne 


Te 
aut 


THE MODERN HOSPITAL—October, 1931 


Patients appreciate 


TOASTMASTER TOAST 


V. 
‘4 a 
ai . 


N EVERY modern home the toast people eat is electric toast. 

So when you serve Toastmaster Toast to your patients you 
add to the pleasantness of their stay in your hospital by giving 
them the same kind of toast they enjoy when at home. 

See how easy it isto make, how much better it is and how much 
cheaper! You merely put bread in the Toastmaster and press a 
lever. When the toast is done just as desired, up it pops and the 
current shuts off automatically. Nurses and maids can make this 
perfect toast while preparing other foods and getting patients’ 
trays ready. Toastmaster Toast is always crisp and golden outside, 
hot and tender inside. It’s never dry, never hard,never burned. And 
because it’s electric toast, it keeps fresh and crisp longer than toast 
made in other ways. 

As for the cost, the 4-slice Toastmaster which makes 208 slices 
per hour costs only $100. This low price makes it possible to put a 
Toastmaster in every diet kitchen with a very moderate expenditure. 
Toastmaster is also much cheaper to operate because it consumes 
current only while actually toasting bread. 

Meter readings taken in a very large number of installations 
show the saving to be as much as 59%. In some cases this saving is 
sufficient to pay for Toastmaster in a year. 

Another advantage: Toastmaster gives off no fumes and practi- 


cally no heat. 


TOASTMASTER 





AUTOMATIC ELECTRIC TOASTER 





(MADE UNDER STRITE PATENTS) 


... it's the kind 
of toast they prefer 


when at home 


4-slice Toastmaster, in main illustration, 
makes 208 slices of perfect toast per hour. $100. 


For greater capacity, 8-slice Toastmaster, 
capacity 416 slices per hour. $180. 


For smaller capacity, 3-slice Toastmaster,$70. 
Pacific Coast prices slightly higher. 


WATERS-GENTER COMPANY 


tA division of McGraw Electric Company 
Dept. A-10, 219 North Second Street, Minneapolis 


Eastern Sales Office:1 96 Lexington Ave.at 32nd St.,New York 
Chicago Sales Office: 222 West Adams Street, Chicago, lil 
Pacific Coast Sales Office: 97 3 Market St., San Francisco, Cal. 


Send the coupon for booklet 
completely describing Toastmaster— 


the standard automatic toaster 


WATERS-GENTER CO., Dept. A-: 
219 N. Second Street, Minneapolis, Minn. 


Please send booklet on Toastmaster. Without obligation. 
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Conducted by Anna E. Botter, Central Free Dispensary at Rush Medical College, Chicago 


Cincinnati Prepares to Welcome 
Dietitians From All Points 


INCE the members of the American Dietetic 
Association attending the fourteenth annual 
meeting of the association in Cincinnati, 

October 12 to 22, will want to see the dietary 
departments of the many hospitals of that city, 
brief résumés of some of the interesting depart- 
ments are here presented. We regret that space 
does not permit us to present other departments. 
Those who desire additional information may ob- 
tain it by writing to this department. 

The association has planned an interesting pro- 
gram, which covers the various phases of dietetics 
—administration, diet therapy, education and so- 
cial service. In the field of administration such 
subjects are to be discussed as “Styling Food,” 


by Mabel Little, La Salle Koch Tea Room, Toledo, 
Ohio, “Reducing the Labor Turnover of Dieti- 
tians,” by Elizabeth Dyer, director, school of 
household administration, University of Cincin- 
nati, and “Personnel Work with Hospital Em- 
ployees,” by Edith Smith, personnel director, Mt. 
Sinai Hospital, New York City. At a _ section 
meeting, the detailed problems of administration 
will be discussed. 

In the field of diet therapy, “Control of Edema,” 
by Dr. F. H. Lashmet, University of Michigan, 
Ann Arbor, and “Present Day Dietetic Therapy 
in Nephritis and Allied Conditions,” by Dr. James 
P. O’Hare, associate in medicine, Peter Bent Brig- 
ham Hospital, Boston, are two of the interesting 


A view of the main kitchen of Christ Hospital, Cincinnati. 
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NAVY VICTORS IN 





BETTER TOAST AT 
LOWER COST 


Of course Savory Toasters cost much less to 
operate. You can bet the government 
checked into that pretty fully. And they 
found, too, that Savory Toasters require 
less attention while operating. That's im- 
portant, whether there’s one man in the 
kitchen or one hundred. And Savory Toast- 
ers cost less to install. No wonder Savory 
Toasters have been chosen by the majestic 
new Waldorf-Astoria, the largest hotel in 
the world, as well as for Louie’s Lunch, 
New Haver, Conn., the smallest lunch room 
in New England. 


Whether you serve hundreds of toast orders 
or just a few at a time, you'll find Savory 
Toasters make better toast at much lower 
cost and with less attention. Let us show 
you how a Savory Toaster will solve your 
toast problem. There's no obligation. Just 
write Savory, Inc., Dept. MH-10, 90 Ala- 
bama Street, Buffalo, N. Y 








Here's the battery of twelve Savory radiant gas Toasters that enables the U.S. Naval 
Academy to serve crisp, hot toast to each of the 2200 midshipmen in 15 minutes. 


SCORES BIG HIT FIRST DAY 





ET’S look in at the United States Naval Academy on the 
morning of July 26, 1931. Breakfast is being served . . . and 
the midshipmen are in for a big surprise. . . . Here it comes! And 
what toast it is! Crisp and hot! Every slice an even golden 
brown. “How come?” they ask. The answer is simple. Y ester- 
day afternoon, the installation of twelve Savory radiant gas 
toasters was completed. 


This toast tastes like more. So requests start coming back to the 
galley for a second helping. . . the first time in the history of the Acad- 
emy ! But there s noconsternation. 
These twelve Savory Toasters can 
turn out crisp, hot toast for each of 
the 2200 midshipmen in less than 15 
minutes. In a single hour, they II 
uniformly toast 936oslices of white 
rye or whole wheat bread 








DON’T MISS THE 
SAVORY EXHIBIT 
at the 
N. R. A. EXPOSITION 
Buffalo, N. Y. 
Booths 65 and 66 


Another thing the midshipmen 
didn't know was that the Naval 
Academy executive officers had 
made a thorough investigation of 
toasting equipment. And _ then 
bought twelve Savory radiant gas 
Toasters! 




















radiant gas 


TOASTERS 
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subjects scheduled. At the section meeting a num- 
ber of interesting committee reports will be pre- 
sented, such as “Recipe Collection,” “Food Analy- 
sis and Factors Affecting the Interpretation.” 

In the field of education, reports will be given 
on hospital courses for student dietitians ap- 
proved by the American Dietetic Association, 
teaching material for medical students and aca- 
demic preparation for dietitians. Also a joint 
dinner with the social service section will be held 
on Wednesday, at which time reports of a social 
service breakfast will be presented. The follow- 
ing subjects will be discussed: child health, school 
health and teaching nutrition in clinics. 

The banquet at which Margaret Gillam, director 
of dietetics, University Hospital, Ann Arbor, 
Mich., president of the association, will preside, 
will be held on Monday evening, with Florence E. 
Allen, Supreme Court of Ohio, as guest of honor 
and speaker. 

The convention is generously interspersed with 
interesting social events, teas and on Thursday a 
series of professional trips, after which there will 
be teas at Christ Hospital and Good Samaritan 
Hospital. The program offers so much in the way 
of inspiration for the coming year that every 
dietitian will surely want to attend. 





How Bethesda Hospital Solves 
Its Dietetic Problems 


By Rutn SentTIFF 
Chief Dietitian, Bethesda Hospital, Cincinnati 


In one sense of the word hospitals may be com- 
pared to people. They are alike in many ways, yet 
widely different in others. While all have many 
similarities, each maintains its own individuality. 
The same might be said regarding the problems 
that have been met with efficiency and success by 
dietitians. It is with the hope that some of the 
solutions to these problems may bear repeating 
that they are being discussed in this article. 

The dietitian, as well as all other employees of 
a hospital, should constantly keep in mind that 
the hospital exists primarily for the good of the 
patient. The patient’s welfare must therefore be 
of foremost consideration. It is the dietitian’s 
duty to see that the guests in the hospital that 
employs her are insofar as possible kept happy 
and satisfied with the food service given them. 
In maintaining successful food service the follow- 
ing are some of the chief problems that constantly 
demand the dietitian’s attention: variety in 
menus; palatability of foods; choice of foods; 
maintenance of the proper temperature of foods, 


THE MODERN HOSPITAL 


Vol. XXXVII, No. 4 


and serving foods of attractive appearance. 

At Bethesda Hospital variety in menus is ad- 
hered to as much as possible. To avoid the use 
of too much routine in menus requires much time 
and thought by the dietitian who plans these 
menus. Commercial firms to-day may be of much 
assistance to her if she avails herself of the well 
tested recipes and suggestions published in the 
advertising circulars. 


“Home Cooked” Foods Are Served 


The food is prepared by women cooks who are 
experienced in the preparation of simple whole- 
some foods and who have the art of giving that 
“home cooked” taste to the foods they prepare. 

The choice of foods to be used demands a know!- 
edge of many factors. A selective menu is not 
used at Bethesda Hospital. The general menus 
for regular light and soft diets are submitted to 
private room patients each morning and they may 
order any reasonable substitution without extra 
charge. These special orders are prepared in the 
diet kitchen by a maid and a student nurse. 

Maintenance of the proper temperature of foods 
is one of the chief problems in the service of 
foods. Speed and accuracy in serving foods on 
trays are necessary. Routine assignments of cer- 
tain daily duties to each worker help in meeting 
these requirements in the serving of foods. 

At Bethesda Hospital where the central service 
system is in use the usual system of placing cold 
foods on trays first is followed. The hot foods 
are served from a steam table and placed in hot 
covered dishes on the trays, which are quickly 
conveyed to the floors by means of tray carts. 
The serving of hot foods on trays requires little 
more than twenty minutes for an average of 150 
trays. 

To have foods served attractively in glossy, 
stainless dishes on trays set with snow white 
linens and polished silver requires constant effort 
and observation on the part of the dietitian and 
of all the kitchen employees. To succeed in this 
effort it is necessary that the dietitian divide her 
large dietary unit into smaller units, placing def- 
inite responsibilities on each worker and instilling 
in them a pride in carrying out these assignments. 

When soiled tray linens are removed from all 
trays in one central kitchen, it is necessary that 
these linens receive careful handling both before 
and after they are sent to the laundry if they are 
to maintain the desired appearance. Any stained 
linens are returned promptly to the laundry. Ef- 
fort should be made to institute close cooperation 
between the laundry and the dietary departments. 

In order to keep dishes glossy and stainless it 
has been found necessary to place those that are 
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ven humble 
spinach can 
be exciting... 


When it's Libby's Spinach 


For the Meat-Free Diet 


Libby’s Spinach au 
Gratin. Drain Libby’s 
Spinach. Season with 
butter and salt. Place 
in baking dish, cover 
lightly with rich cream 
sauce, and sprinkle with 
grated cheese. Bake 
slowly. 


HEY used to call it a “‘neces- 
sary evil,”’ the sort of vegetable 
hat had to be eaten, like it or 
ot! That’s not so true any more! 


It can be dressed up in so many 
asty, exciting ways—for instance, 
his trio of dishes for diabetic and 

eat-free trays. 


Here are shining examples of 
ow to put appetite appeal into 
umble spinach and make your 
tients like it. All three are made 
ith Libby’s, that succulent, 





October, 


served in 3 such dishes 


for diabetic and meat-free trays 









1931 













Red Raspberries 
Tomato Purée 
Corn, Beets 
Hawaiian Pineapple 
California Fruits 
Spinach, Kraut 
Jams, Jellies 

Pork and Beans 
Tomato Juice 


flavorful kind, the pick of the 
California crop! 

Only the tenderest young greens 
are used. Entirely free from grit 
or sand, and undesirable leaves. 
Packed while still dewy-fresh and 
cooked under pressure, in Libby’s 
own kitchens. 

Just try this superb spinach of 
Libby’s. Prepare it in any way you 
like. You’ll see it’s a real economy 
—a uniform, full pack, without 
waste, assuring you a fixed cost 
on every serving. 


129 










These Libby Foods of finest flavor are 

now packed in regular and special sizes 
for institutions: 

Olives, Pickles 


Evaporated Milk 
Mustard 


Mince Meat 
Boneless Chicken 
Stringless Beans 


Bouillon Cubes 
Beef Extract 


Peas Santa Clara Prunes 
Catchup in Syrup 

Chili Sauce Straw berries 
Salmon Loganberries 


California Asparagus 


You'll find, too, that Libby’s 
Spinach retains the nutritive 
value and vitamin content so 
often lost in open cooking. 


After you’ve tried Libby’s 
Spinach, you will want to have 
it always on hand for frequent 
use, in numerous tempting and 
economical dishes. Order it, to- 
day, from your usual source of 
supply. 


Libby, M‘SNeill & Libby 
Dept. N-32, Welfare Bldg., Chicago 
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not of the desired appearance on a special shelf 
where they are kept until they can be scoured or 
treated with a special cleansing solution by the 
dishwasher who has enough pride in her work 
to feel it is her responsibility to keep such dishes 
from being used until she has cleaned them. 


Making Contacts With Patients 


Another means by which the dietitian may pro- 
mote successful food service is by making personal 
visits to the patient. This frequently requires 
more time than the administrative dietitian can 
give and must therefore be scheduled among the 
duties of her assistants. It is the policy of many 
administrative dietitians to confer frequently 
with the nurse supervisors. Patients sometimes 
hesitate to complain to the dietitian herself when 
they readily submit complaints to the nurse who 
has a much closer contact with them. These con- 
ferences with nurse supervisors also foster a 
spirit of cooperation between the dietary depart- 
ment and the nurses. 

The dietitian must strive to balance her efforts 
in relation to her duty toward the patient and her 
duty toward the hospital itself. Her duty to the 
hospital demands economy in the selection and 
utilization of foodstuffs and other supplies used 
in her department and in the planning and direc- 
tion of the work of kitchen employees. 

The buying of all supplies at Bethesda Hospital 
is done under the direction of a purchasing agent. 
The purchaser must however depend upon the 
heads of the departments to exercise wise and con- 
siderate usage of these supplies. 

With the view of stressing economy whenever 
wise and possible, the central service system of 
serving nourishments has recently been installed. 
It is believed that the serving of nourishments 
from one central nourishment kitchen will pre- 
vent any extravagant use of nourishment supplies 
such as was sometimes the case when these sup- 
plies were kept in diet kitchens on each floor. 


How Breakage Problem Is Handled 


Dish breakage frequently adds an important 
item to the problems of economy. Assessing each 
worker for dishes broken by her individually is 
usually impractical and was found to be unsatis- 
factory at Bethesda Hospital. A more workable 
method of handling this situation is now being 
used. A reasonable quota for dish breakage al- 
lowance was agreed upon by the superintendent, 
the purchasing agent and the dietitian. If during 
any month the dish breakage exceeds this quota, 
each worker responsible for the handling of dishes 
is assessed an equal amount which is proportional 
to the amount of breakage above the quota. It is 
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not practicable to keep check on dishes actually 
broken, whereas an accurate check may be kept 
on dishes issued for replacement. This method 
seems to be successful, since the amount of break- 
age is frequently under the quota set and seldom 
exceeds it. This was not the case before this plan 
of assessment was instituted. 

A dietitian may be efficient and faithful in 
meeting all the problems that have previously 
been discussed and still not be successful if she 
ignores the importance of her relationship with 
all other hospital personnel. This factor demands 
consideration because the dietary department 
is closely related to every other department in 
the hospital and consequently to every individual 
connected with the hospital. The words, “fair- 
mindedness,” “tact” and “self-control,” seem in- 
adequate to describe the qualities necessary to 
meet this problem successfully. 

In view of all of these facts, is there anyone 
who can still believe that the work of an adminis- 
trative dietitian ever grows monotonous? 





Where Food Service Is Simple 
and Homelike 


By Mouriet Hotter 
Chief Dietitian, Christ Hospital, Cincinnati 

The dietary department of the new Christ Hos- 
pital has facilities for serving 400 patients and 
450 nurses and employees. It consists of the main 
kitchen, a special diet kitchen, a nourishment pan- 
try, three cafeteria counters and nine dining 
rooms. These are all in the basement. Storage 
rooms, the dishwashing room and the employees’ 
cafeteria are in the sub-basement. All receive 
natural light and ventilation. 

The main kitchen has light buff tile walls and 
dark red tile floors. The equipment is constructed 
of a noncorrosive metal and is so placed that work 
is done with a minimum amount of effort and 
confusion. 

The ranges, broilers, vegetable steamer and 
steam kettles are in the center of the room and 
a tile hood covers this cooking unit. Surrounding 
this on three sides are the butcher, pastry, salad 
and vegetable preparation units. These depart- 
ments are not separate rooms, but are merely 
divided into sections by such equipment as refrig- 
erators and ovens. 

Opening off the main kitchen are the nurses’ 
cafeteria and dining rooms. The counter is in an 
alcove and separate from the dining room. Thus 
some meals may be served by waitresses, rather 
than at the counter. The dining rooms are fur- 
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Motorless Oxygen Therapy for Pneumonia 


{and wherever else indicated } 


) 
CECIL=-PLUMMER | 
OXYGEN THERAPY APPARATUS ! 


The extensive use of oxygen therapy has been coincidental with the introduc- 
tion of this motorless apparatus which was first described in the Journal of 
the American Medical Association less than a year ago. 


It is noiseless, has large air volume, low humidity, efficient cooler, no danger 
from sparks or oil, portable, and no adjustments necessary. 


In use by private, municipal, state and government hospitals from coast to 
coast. 


The pneumonia season is again here. Why not 

send at once for the new booklet containing 

citations from medical authorities pertaining to 

the advantages of continuous and controlled oxy- 

gen therapy, also a full description of the Cecil- 
Plummer Apparatus. 


Patented, manufactured and distributed by the oldest specialists in oxygen apparatus. 


Omerican ATMOS Corporation 


WILKINSBURG, PENNA. 
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nished with maple tables and green lacquer chairs, 
an effective decorative scheme. 

The cafeterias for the help are in another wing, 
farther from the main kitchen. Food is taken to 
these counters in electrically heated trucks. These 
trucks serve as steam tables while the food is be- 
ing served. 


Department Is Conveniently Arranged 


Separate dining rooms are provided for the 
executives, the interns, the private duty nurses 
and the office employees. A private dining room 
is maintained for guests of patients who do not 
wish to leave the hospital for meals. 

The special diet kitchen opens directly off the 
main kitchen. It also is completely furnished 
with a noncorrosive metal equipment and is used 
for the preparation and serving of all restricted 
diets. 

All the dishwashing is done in the  sub- 
basement. The dishes are racked in the service 
kitchen, taken to the dishwashing room on trucks, 
sent through the dishwashers and returned to the 
kitchens immediately. They are then unracked, 
dried and put away. This has greatly reduced the 
dish breakage. The detarnishing tanks and the 
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silver burnishing machine are so placed that dis- 
colored silver may be taken from the dishwasher, 
cleaned and returned with the clean dishes. 

Service kitchens are centrally placed on each 
patients’ floor. They open directly off the elevator 
vestibule, so that soiled dishes, food trucks or sup- 
plies do not need to be carried through the cor- 
ridors. These kitchens are also fully equipped in 
noncorrosive metal and have facilities for taking 
care of a limited amount of food preparation. The 
counter in one corner of the room is so placed 
that anyone coming into the kitchen must wait 
at the counter and be served by the kitchen maid. 
This prevents crowding and confusion in the 
kitchen during the serving of meals. Electrically 
heated food trucks,’ like those used in the cafe- 
teria, carry the prepared foods to the various 
kitchens. 


The Preparation of Beverages 


Beverages for the patients and for all the cafe- 
terias are made in the beverage pantry off the 
main kitchen. 

In planning the equipment and furnishings for 
the entire department, everything was done to 
make the food service very simple and homelike. 


At Christ Hospital, all soiled dishes are washed in the dishwashing room in the sub-basement, then returned 
to the kitchens. 
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Two Sides to This Picture 


The purpose of the plumbing in any public or semi-public build- | The other side of this picture deals with dollars. Especially now 
ing is to promote sanitation—to drive out and keep out the grim —_— economy is important in building, remodeling, repair and replace- 
ghosts that like to lurk in toilet rooms and haunt every plumb- _ ment jobs . . . Fifty years of experience, plus the most complete 


ing fixture. | 


To defeat them, now and for the years to come, 
is the first job of the Clow Soldier of Sanitation, 
and has been for more than fifty years. 


During this long time, he has developed the most 
complete line of specialized plumbing in the world, 


line of its kind in the world, help the Clow Soldier 
of Sanitation to give you exactly what you need— 
at the lowest possible original cost. 


But more than that: those same fifty years of spe 
cialized experience put into every Clow Fixture and 
Fitting, the “stuff” which stands up unfailingly 


designed particularly to meet every need of schools, under the most severe and careless usage, defeating 


hospitals, industrial plants and similar public or 


semi-public buildings. 


for many, many long years to come, exorbitant 


This is Ed. MceCanna, 
Chicago Office 


repair and replacement costs. 


V poet 
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PREFERRED FOR EXACTING PLUMBING SINCE 1878 


Consult Your Architect 
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The Functions and Responsibilities 
of the Special Diet Kitchen 


By Sister RomuaLp 
Dietitian, Good Samaritan Hospital, Cincinnati 


The special diet kitchen of the Good Samaritan 
Hospital is a single unit controlled by two trained 
dietitians. This department provides for the spe- 
cific dietetic needs of patients suffering from va- 
rious diseases, such as diabetes, heart and kidney 
complications, ulcer, anemia, obesity, gall bladder 
and deficiency diseases. This unit also dispenses 
oranges and lemons for the entire house and sup- 
plies all nourishments and special orders that can- 
not be supplied by the main dietary department. 

The duties of the dietitians may be grouped 
under three headings—administrative, technical 
and educational. The administrative duties in- 
clude general supervision, ordering the daily food 
supply, visiting patients on special diets, consult- 
ing with physicians, checking trays, nourishments 
and special orders and regulating the duties of 
student nurses and maids. Technical duties in- 
clude calculating diets, writing daily menus for 
each patient, keeping records, checking costs and 
waste, charting daily food intake for specific 
cases and inspecting patients’ charts daily with 
attention given to laboratory findings. The edu- 
cational phase of the department has three as- 
pects: (1) the teaching and training of student 
nurses, (2) the instruction of diabetic patients, 
individually or in class groups, and (3) confer- 
ences with the hospital interns in regard to the 
dietary methods and routine. 

The training of student nurses begins with lec- 
ture and laboratory work in normal nutrition 
when they matriculate in the school of nursing. 
This is followed by diet therapy in the junior 
year. In the senior year the theory of nutrition 
is made practical by four weeks of service in the 
special diet kitchen. 

While the nurse is in this department she re- 
ceives experience in and knowledge of food con- 
servation, standard proportions, amounts and 
types of food for various diseases, arrangement 
of attractive trays for patients, calculation and 
weighing of quantitative diets. 

Special classes are conducted for diabetic pa- 
tients in elementary knowledge of the causes and 
treatment of disease, the importance of dietary 
treatment and basic knowledge of chemistry of 
foods. 

We aim to give the patient a knowledge of his 
own tolerance and the best method to increase 
this tolerance. We also teach him how to calcu- 
late variations that can be made in menus in spite 
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of a low tolerance. This can be accomplished even 
with patients who have a meager or no scientific 
background, in which case the teaching is done 
in a simple and nontechnical manner. 

Since hospitalization for the majority of our 
diabetics is an educative process, we assume the 
responsibility for teaching food preparation. The 
patient is permitted to visit the diet kitchen daily, 
to observe the preparation and weighing of food. 
To give him a familiarity with the scale, one is 
placed in his room and he weighs all food sent 
and tabulates it for the dietitian to check. When 
the patient is discharged from the hospital, he is 
fully equipped to control the disease, insofar as 
dietary measures are effective. 

The dietitian cooperates with the out-patient 
department in the instruction of diet therapy. 
Patients referred to us by the clinic are instructed 
in the dietary care of their particular disease and 
are requested to return to the dietitian’s office 
at the expiration of two weeks, bringing a report 
of their observance of the dietary routine pre- 
scribed. A record is kept for every patient 
and it has been of decided value for subsequent 
reference. 

How Diabetic Prescriptions Are Cared For 

Every therapeutic dietitian knows that much 
time must be devoted to the calculation of diets, 
if patients are to be satisfied and monotony is to 
be avoided. We have devised a scheme to take 
care of diabetic prescriptions which is working 
out most successfully. 

This plan consists of a file which we began to 
compile last year. We use 5 by 8-inch cards which 
are duplicates of our daily diet slips. These cards 
contain prescriptions of diets for carbohydrate 
tolerance as low as twenty grams and as high as 
150 grams. We began this file by making a copy 
of each patient’s tolerance from his quantitative 
slip when he was dismissed from the hospital. A 
copy was also made for each successive change 
of diet and these cards were classified according 
to carbohydrate grams. Every card is numbered 
and recorded on an index card in each division. 
When a prescription is received it is a matter of 
a few seconds to consult the guide card and 
locate the corresponding calculated diet. The file 
also contains quantitative diets for hypertension, 
nephritis and liquid diets. Up to date it num- 
bers 275 cards. 

There is more or less similarity between spe- 
cial diet kitchens of every standardized hospital, 
but we feel that two of the functions of our unit 
are, if not unique, at least uncommon: (1) the 
diet file and (2) the class instruction of diabetic 
patients. 





THE MODERN HOSPITAL—October, 1931 


will always 


This fact: 
reMdIN eeees 


Amaizo 


GOLDEN SYRUP 


(Corn Syrup and Refiner's Syrup) 


was the 


FIRST CORN SYRUP 


to be accepted by the 
American Medical Association 


for 


INFANT FEEDING 


For further information, hospi- 
tals are invited to write 
American Maize-Products 

Co., 100 E. 42nd St., 

New York City 


k jy AMERICAN 
MEDICAL 


ah \\ Cormeptge ; 











136 THE MODERN HOSPITAL 


Serving Food in a Children’s 
Hospital 


By Eva N. Y1LvisAKER 
Chief Dietitian, Children’s Hospital, Cincinnati 

Much literature is available on the nutritional 
needs of the child. This article has to do primarily 
with the serving of food, with application to the 
particular situations characteristic of a children’s 
hospital. 

In this discussion of serving, we do not include 
those diets served to patients being studied in 
special departments, such as metabolism. In this 
department the raw food is sent from the dietary 
department to the laboratory where it is prepared 
under the direction of a laboratory assistant, who 
is primarily a chemist with dietetic training. 
Neither does it include the dispensing of formulas 
for infants. The formula room is a part of the 
infants’ unit and the dietitian serves in the ca- 
pacity of consultant to the head nurse in formula 
making and teaching. 

A children’s hospital is a specialized hospital. 
The planning of the diets and the preparing of 
the food must be done in consideration of both 
the age groups and the individual child. A well 
balanced diet for the older child may be planned 
and from this food may be selected and modifica- 
tions made in the preparation to meet the age and 
requirement of other groups and individuals. 

In a children’s hospital where attention is di- 
rected to a full program for the child’s best 
development, it is found advantageous to group 
the children according to age rather than service. 
This greatly simplifies the problems of the dieti- 
tian in food planning and service. Diets may be 
classified as general, soft and infant. Children 
over five years of age receive a general or soft 
diet, depending upon the nature of their illness; 
the same diet, modified, is suitable for the child 
from two to five years of age, for example, if 
roast beef appears on the general diet for the 
older child, ground meat is served to the younger 
child, orange juice is served instead of half 
oranges and the vegetables are either puréed or 
finely chopped. 

One of the most important factors in serving is 
that the head nurse and her assistants be thor- 
oughly familiar with the plan of the food service. 
In my hospital experience the dietary department 
has found it helpful to outline carefully the pro- 
cedure of the food service. This outline is included 
in the nurses’ “Manual of Instructions” and it 
contains information each nurse must have before 
she may assist with diets. Classes of student in- 
struction are conducted by the dietitian. 
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A copy of the day’s menu with any special diets 
that have been ordered is posted in the serving 
room and is constantly before the diet nurse at 
the time of serving. The food is all prepared in 
the central kitchen and diet laboratory and is sent 
to the floors in carts, the wells of which are either 
heated with stones or cooled with ice. 

The head nurse, through her assistant assigned 
to diets, assumes complete responsibility for the 
food cart when it arrives in the serving kitchen. 
The diet nurse checks the contents of the cart 
with the menus for the day and then serves the 
special diets before the cart is taken to the cor- 
ridor. 

The children have been made ready in prepara- 
tion for the service. All the toys have been re- 
moved from the beds, the toilet needs attended 
to, hands and faces made clean, bibs put on and 
the patients placed in the most comfortable posi- 
tions for eating. The food cart and the tray cart 
containing the set up trays are then brought into 
the corridor where the children may watch the 
procedure of serving. We believe that the interest 
aroused in getting ready for the tray and the sight 
of the food cart, with the nurses grouped about 
it preparing to serve, stimulate the interest and 
the appetite of the child. 


How Individual Diets Are Planned 


As the diet nurse and an assistant serve, they 
refer to the diet card that has been placed on the 
tray of each child. It contains the following in- 
formation: name of the child; age; diet ordered; 
size of the portions; habits of eating; amount of 
assistance needed; special notations. Particular 
attention is given to this information, for by it 
it is possible to study the appetite of the child, 
learn his food habits and correct them, and when 
necessary help him to establish new ones. Often 
a child does not eat well when he first enters tne 
hospital. This may be the result of illness or home- 
sickness or it may be due to the fact that he is 
not accustomed to the right kinds of food. With 
wise and thoughtful guidance on the part of the 
dietitian and the nurse all prejudices may be re- 
moved and correct food habits established. 

What is done for the child in the hospital is 
continued when he is transferred to the clinic 
where the dietitian functions in the same capacity 
in food planning and directing as in the in-patient 
department. 

Thus, it becomes evident that the serving of 
food in a children’s hospital involves more than 
merely satisfying the nutritional needs of the 
child. It involves the formation of the food habits 
that will influence the health of the child long 
after he has left the hospital. 
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Conducted by Micuatt M. Davis, Ph.D. 


Director for Medical Services, Julius Rosenwald Fund, Chicago 


How Are Clinics to Regulate Their 


Increased Burdens? 


By BEATRICE K. KAISER 


Clinic Executive, Harper Hospital, Detroit 


agencies supported by the community fund are 

operating clinics. Of these agencies, ten are 
attached to hospitals and six are independent of 
a hospital connection. 

A review of the work of these clinics for the 
past five years shows a steadily rising load with 
a peak of staggering proportions in 1931. This is 
illustrated by Graph 1. In 1926, there were ap- 
proximately 207,000 visits; in 1927, 292,000 vis- 
its ; in 1928, 333,000 visits; in 1929, 334,000 visits, 
and in 1930, 415,000 visits. According to a quo- 
tation from the April issue of the Community 
Fund News, “January and February of 1931 add 
to this startling climb, rising to a level of 79 per 
cent above the average for these two months in 
1928 and 1929.” 

Alongside the community fund agencies’ pro- 
gram is that of the work carried on by the city 
through the city physicians’ office, the Receiving 
Hospital clinic and the multifarious clinics of the 
board of health. Discussion of their program is 
not touched on in this paper. 

The increasing load borne by clinics arouses 
questions as to the underlying factors as well as 
speculation as to the extent to which this increase 
will continue and the best plan ultimately for 
meeting it. 

The clinics in which the operating deficits are 
financed by the community fund are staffed, with 
few exceptions, by physicians who receive no re- 
muneration for their services. The patients, when 
able to do so, pay small fees. Their part in this 
program for the last five years is shown by Graph 
2. A review of 1926 shows a total cost of approxi- 
mately $211,000, with 26 per cent self-support, 
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($55,000) ; 1927, $265,000, with 29 per cent self- 
support, ($77,000) ; 1928, $320,000, with 31 per 
cent self-support, ($99,000) ; 1929, $332,000, with 
31 per cent self-support, ($104,000) ; 1930, $341,- 
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Graph 1. Number of visits to community fund clinics from 
1926 to 1930 


000, with a drop to 29 per cent self-support, ($92,- 
000). This year is continuing the trend of 1930 
with increased expenditures and decreased self- 
support. 

The physical equipment of the clinics of these 
agencies during the last five years has shown 
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Bought Greater Comfort and VALUE 


NOW is the time to equip wards and rooms with 
Kenwood all wool Blankets, as the savings represented 
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Kenwood advantages are recognized— 
¢ The comfort of all wool. 
e The strength of long fibre wool. 


e The permanence of nap produced in the old 
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© The laundering advantage of “preshrunk” blankets. 


e The serviceability of wool blankets constructed 
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Write for further information. 
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many changes—eight having entirely new or re- 
modeled buildings. Yet in spite of the fact that 
some patients’ contributions have increased and 
that new physical equipment has been added, the 
agencies find themselves almost unequal to the 
stress of the 1931 burden. 

To what is this due? The probiem now con- 
fronting these clinics is that of meeting this added 
burden with their present facilities and of prob- 
ably increasing straitened finances without sacri- 
ficing the high quality of the medical service they 
wish to maintain. 

The many patients storming the clinic doors to- 
day consist of the unemployables, the unemployed 
and the employed or the partially einployed at in- 
adequate and meager wages. Among the unem- 
ployables are the chronically ill and the socially 
and morally derelict. Among the unemployed are 
many who have never been to clinics before, who 
had steady work records of from one to twenty 
years and employed private physicians. To-day 
they find themselves forced into clinics because of 
depleted savings and cut off incomes brought 
about by forced idleness of from six months to 
two years. Among the employed and the partially 
employed are patients whose breadwinner is work- 
ing only two or three days a week and who earns 
barely enough for the stark necessities of food 
and shelter. The economic situation of these 
groups of patients is so badly impaired that little 
relief will be seen for the clinic burden for some 
time after the resumption of what we nebulously 
term “normal employment.” 

These increased numbers of clinic patients add 
greatly to the expenses of the clinics, while the 
contributions in fees are decreasing. The burden 
on the volunteer service of the physician has in- 
creased correspondingly. 


Clinie Policies That Increase Efficiency 


The causes underlying the necessity of medical 
care through the clinic are beyond the clinic’s con- 
trol, but it can do much to regulate this burden 
and to restrain some of its abuses through the 
application of certain discerning policies recently 
innovated in many clincs. These will be briefly 
enumerated. 

1. Social admitting in the hands of trained 
workers will reduce “clinic abuse” to a minimum 
and will make possible fees equitably adjusted 
both to the clinic and to the patient. “Clinic shop- 
pers” can be more readily detected and summarily 
dealt with; the periodic reviewing of patients’ 
financial status will relieve the clinic from caring 
for patients as soon as circumstances permit them 
to go elsewhere. 

A study of the actual amount of clinic duplica- 


THE MODERN HOSPITAL 








Vol. XXXVII, No. 4 


tion in Detroit was recently made. During 1929 
Harper Hospital treated 11,133 individuals. The 
names and addresses of these individuals were 
checked with the active files of the North End 
Clinic and the Grace Hospital Clinic. The total 
duplication was found to be 4.9 per cent or ap- 
proximately 5 per cent. Grace Hospital showed 
approximately 0.8 per cent duplication with Har- 
per Hospital while North End showed 4 per cent 
duplication with Harper Hospital. 

2. The enforcement of a well organized appoint- 
ment system will enable the number of patients 
per day to be definitely controlled and the doctors’ 
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Graph 2. Total expenditures and amount of self-support 
of certain community fund clinics from 1926 to 1930. 


valuable services to be reserved for those in need 
of them. In a clinic that operates on an appoint- 
ment system, a patient may see a physician only 
as directed by him, and the huge number of pa- 
tients suffering from “clinicitis” can no longer 
go to the clinic five days a week as in the past but 
once in two weeks or two months as directed by 
their attending physician. The number of visits 
made by the incurables to whom the physician 
can give only hope can also be regulated. By this 
means the quality of the medical service is raised, 
since it is foolish to think that the care of ten 
patients can be crowded into a time period which 
allows for the adequate treatment of only five. 
Unless the patient is acutely ill, both he and the 
clinic must respect the doctor’s generosity and not 
encroach on his extra time unnecessarily. 


Through the appointment system, with the active 
cooperation of the medical profession, all work 
that is of long standing and not urgent can be 
deferred until such a time as the finances of the 
patient and the clinic are in better condition. This 
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practice is the usual one of the self-supporting 
middle class family. Thus the patient does not re- 
peatedly, at his own will, return to have work 
done when no funds are available. Under an ap- 
pointment system a series of broken appointments 
soon discloses the patient who does not wish to 
cooperate but who desires to use the clinic as his 
pet diversion. 

3. The definite classification of psychiatric pa- 
tients from those physically ill will prevent the 
time of the medical men from being uselessly uti- 
lized by patients whom they cannot benefit. 

4. Astaff of competent social workers acting in 
conjunction with the medical staff can do much 
toward the definite disposal of cases and the 
prompt carrying out of physicians’ orders. Such 
a procedure speeds the ultimate discharge of pa- 
tients. 

5. The relieving of the doctor of all record 
writing by the use of dictaphones, thus allowing 
him to care for more patients in a given time and 
to leave a more complete and helpful record. 

6. The relieving of the physician from the per- 
formance of any routine technical procedures. 

7. The use of volunteers to absorb the high 
peak loads in service which run usually from one 
to two hours. 

These are but a few of the forward changes 
that some of the clinics have adopted during the 
last few years to increase their efficiency. The in- 
telligently and consciously managed clinic can no 
longer allow patients to come at will, 300 strong 
on one day and 125 on another. Its resources are 
too greatly taxed to allow poor medical service on 
the one day and a waste of facilities on the next. 


Doctors Are Inadequately Compensated 


The burden of this growing demand for clinic 
services has also been felt by the medical profes- 
sion in spite of the efforts to relieve it of all work 
not entailed in the actual seeing of patients. Most 
of this burden falls on those least able to bear it, 
since to the younger men are usually assigned the 
most painstaking and tedious tasks in caring for 
the sick. Efforts are being made in many places to 
compensate them in a monetary way for this sac- 
rifice. 

To predict what the next five years will bring 
in this clinic development would be to solve the 
whole problem of medical economics now con- 
fronting the nation. However, as long as the lack 
of a system stands between the city care of the 
indigent and private care through an individual 
physician, the clinic will be called upon to func- 
tion as supplementary to the private practice of 
medicine with its high costs. More compensation 
will have to be provided for the physician doing 
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routine work. Revenue from patients must be 
increased through some more comprehensive, 
systematic, organized effort. It behooves those 
wrestling with this tremendous problem to focus 
attention on the fact that the clinic burden is in- 
creasing not because of system and organization 
in caring for the sick but because of a lack of any 
other organized system of caring for the sick, 
Some thought must be given to policies that will 
function in times of depression as well as in times 
of prosperity. 





How the Government Is Caring for 


Its Sick War Veterans 


The most generous and extensive relief system 
of all time is now being extended by the Federal 
government to veterans of the World War, and 
not only are relief activities constantly growing, 
but benefits during the fiscal year ending June, 
1931, under old legislation, in practically all cases 
have exceeded those for the same period for the 
preceding year, Col. George E. Ijams, director, Vet- 
erans’ Bureau, declared in a recent statement. 

The past year established an all time record for 
financial outlay, as a result of the disbursement of 
more than $793,000,000 in loans on adjusted serv- 
ice certificates, in addition to the bureau’s routine 
work of insurance benefits to more than 150,000 
beneficiaries, monthly disability and retirement 
allowances to approximately 525,000 veterans, hos- 
pitalization of 35,000 in 310 hospitals, 850,000 out- 
patient treatments, and more than 1,800,000 physi- 
cal examinations, Colonel Ijams said. 

During the first eleven months of the fiscal year 
over 35,000 more out-patient treatments, 16,000 
more hospital admissions, and 750,000 more physi- 
cal examinations have been recorded than during 
the same period of the previous year. Five new 
veterans’ hospitals have been completed, and addi- 
tional contract hospitals have been made available 
as needed. 

At this time the bureau is caring for approx- 
imately 35,000 veterans in hospitals. In fact that 
is about the constant hospital load. To provide this 
care, 310 hospitals were being utilized, sixty-five 
of which are under bureau supervision, forty-three 
under the supervision of other government agen- 
cies and 202 civilian and state institutions. 

In addition to hospital care and treatment, the 
bureau provides out-patient relief to veterans of 
the World War whose disabilities are of a nature 
not requiring hospital treatment. During the last 
year almost 850,000 of these treatments were 
given, and during the same period in excess of 
1,800,000 physical examinations were made. 
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Conducted by C. W. Muncer, M.D. 


Director, Grasslands Hospital, Valhalla, N. Y. 


The Ever Widening Field of 
Oxygen Therapy” 


By J. | BANASH 


Vice-President, National Safety Council, Chicago 


considerable and almost immediate expan- 
sion in the use of oxygen by hospitals and 
other institutions. 

It is no part of our function to discuss the medi- 
cal angles of this subject, but certain items aside 
from the strictly medical point of view should be 
of interest to those whose function it is to supply 
and serve the equipment that will be needed to pro- 
vide high oxygen concentrations at the demand of 
physicians. 

The therapeutic use of oxygen dates from about 
1917, but only in the last few years has this form 
of therapy shown rapid expansion. This is undoubt- 
edly due to the work of prominent investigators 
who are to-day the largest individual medical users 
of oxygen. As the results of research become bet- 
ter known to the medical profession in general, it 
is not only probable but practically certain that the 
therapeutic use of oxygen will greatly increase. 

Modern oxygen therapy as used in the treatment 
of diseases, as distinguished from the former use 
of oxygen as an emergency measure, may be said 
to date from the investigation, in 1917, of Haldane 
in England and Meltzer in the United States. Hal- 
dane successfully used oxygen in certain cases of 
illness caused by war gas poisoning and Meltzer 
noted marked improvement in pneumonia cases 
through this treatment. As a result research was 
stimulated and a number of medical investigators 
turned their attention to this field. The accumu- 
lated knowledge has now reached a point where the 
manufacture and distribution of apparatus for the 
purpose have been so developed that reasonably ef- 


R consis trends in oxygen therapy indicate a 


*Read at the thirty-third annual meeting of the American Hospital 
Association, Toronto, September 28 to October 2, 1931. 


fective methods of application are becoming gener- 
ally available. 

Following Haldane’s work, Barcroft, Hunt and 
Dufton constructed oxygen laboratories in the 
physiological laboratory at Cambridge, England, 
to study the prolonged effect of oxygen treatment. 
Oxygen chambers were initiated in this country by 
Stadie and Binger at the Hospital of the Rockefeller 
Institute for Medical Research, New York City, by 
Barach at the Presbyterian Hospital, New York 
City and by Boothby at the Mayo Clinic. Following 
this, it was found that when patients could not be 
brought to the limited number of rooms available, 
the rooms must be taken to the patients and this 
led to the development and continuous improve- 
ment of portable tents and oxygen chambers. 

The underlying principles of oxygen therapy 
have been dealt with extensively by Haldane in his 
book on respiration, by Lundsgaard and Van Slyke 
in their monograph on cyanosis and more recently 
by Greene. Therefore we inay regard the present 
rapidly growing use of oxygen therapy as the effect 
of the publication of the results of research by 
prominent investigators in the last few years, 
which is leading to more widespread medical ac- 
ceptance of this form of therapy. As the technique 
and equipment are improved, the use of oxygen 
therapy will doubtless increase still more rapidly. 

With any new development the design of equip- 
ment and possibly the technique of application may 
change rapidly. A few years hence oxygen therapy 
apparatus may differ widely in appearance from 
that now in use. Nevertheless, certain fundamen- 
tals appear to be of practical importance and we 
shall discuss some of these from the engineering 
point of view. 
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YOUR 


but what will they look like 


@ Your floors may not look like the one pictured 
above. In fact, they may be in very excellent con- 
dition today. But the problem of floor maintenance, 
for all kinds of floors, is not so much what they look 
like today —as what will they look like in 5 years? 
¢ If your floors are preserved and beautified the 
modern, economical way— with genuine Johnson's 
Wax—you never need worry about them. They 
will last indefinitely, safe against destruction. And 
the cost of maintaining them is little—less than other 
methods. Think of never having to scrub your floors! 


¢ If, however, you are still using old fashioned 
methods, such as scrubbing, then we suggest you 
consider the ultimate cost-of replacement. 


cenuins JOHNSON’S WAX 


FOR 45 YEARS THE STANDARD OF SERVICE 


FLOORS MAY LOOK ALL RIGHT TODAY... 


e When you have considered this cost, and the 
greater beauty waxing affords, you will certainly 
give instructions to stopscrubbing and begin waxing. 
e At least, you will want this new book which 
F. N. Vanderwalker has written. It is called “Mod- 
ern Floor Finishing’— written authoritatively, 
90 pages with 30 illustrations—describing revolu- 
tionary new methods of floor mainte- 

Priced al vee FREE! 
nance. Priced at $1—will be sent free 
to anyone concerned with floor main- 
tenance problems. Use the coupon. = 


S.C. Johnson & Son, Dept. mu-1o, Racine, Wis. 
e Please send me free a copy of “Modern 
Floor Finishing.” 
Name 

Address 

City 


State 
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N important consideration 
in Hospital Refrigeration is 


MAFORCO 


equipment 


OSPITAL Refrigerator Equipment as 
designed by Maforco engineers repre- 


sents a complete knowledge of hospital field 
requirements. 


Scientific construction enters into every de- 


tail of this equipment—its design is practical 
and satisfactory in operation — it is built to 


permit maximum storage capacity, and meets 
every sanitation requirement—it avoids expen- 


sive built-in work. All storage racks are de- 
signed to assist the circulation of cold air. 


If you are planning a new hospital, or if 
your present equipment is inadequate, consult | 


our engineers for complete layout. 


Write for bulletin No. 31—giving 
condensed specification data. 


MARKET FORGE COMPANY 
EVERETT, MASS. 


Branches in Principal Cities 
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Up to the present time, oxygen has been used in 
comparatively small quantities by nearly all hospi- 
tals in connection with anesthesia and basal metab- 
olism. It has also been used for resuscitation 
(mixed with a small percentage of carbon dioxide) 
and for certain other emergency conditions. We 
are now confronted with the increasing need of 
treatments involving continuous application over 
comparatively long periods, when the patient must 
breathe an atmosphere that contains approxi- 
mately 50 per cent of oxygen, instead of the normal 
20 or 21 per cent found in the air. It has been 
found that less than 30 per cent is not valuable for 
this kind of treatment, nor is a concentration of 
more than 70 per cent, which may even prove 
harmful. These figures seem to be borne out by a 
consensus of opinion of the leading investigators 
and therefore should be considered the limiting 
range at this time. 


How Oxygen Is Prepared for Use 





Oxygen is the most common and widely dis- 
tributed element in the world, as over one-half of 
the crust of the earth consists of oxygen. Never- 
theless to make it available for use it must be segre- 
gated from other elements, placed in packages that 
are safe and convenient for shipment and handling 
and the necessary apparatus for control must be 
supplied. In order to facilitate distribution of oxy- 
gen, it is compressed into steel cylinders, under 
pressures ranging up to 2,000 pounds per square 
inch. 

Oxygen is noncombustible in itself, but of course 
adds materially to the speed and intensity of com- 
bustion of other materials and therefore every pre- 
caution must be taken to prevent accidents or fires. 
The records accumulated by the National Fire Pro- 
tection Association indicate an average of five hos- 
pital fires per day and it should be the ambition of 
every hospital not to add to the number or severity 
of those fires but rather to decrease the number. 
Proper attention to safeguards in handling oxygen 
may result in reduced fire hazard. 

The material, design, construction and testing 
of cylinders for oxygen, if shipped on public car- 
riers, are specified by the Interstate Commerce 
Commission and it should always be required that 
cylinders be of a type acceptable to the commission 
whether or not they are intended for shipment by 
truck or other private means. If such specification 
is not made, there can be no assurance that the cyl- 
inders are of suitable construction, or that they 
will be subjected to the rigid retesting that is re- 
quired by the Interstate Commerce Commission at 
least once in five years if the cylinders are to re- 
main in service. Cylinders manufactured and used 
under the Interstate Commerce Commission speci- 
fications have certain markings stamped into them 
which indicate all these things, These markings 
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achieved only by 
UNIPRESS 


NIPRESS is unique inthe laundry tield 

in that it is the only automatic press 
thet gives to finished work ‘that hand 
ironed appearance’, thus eliminating 
retouching of collars, neck yokes and 
cus. Unipress can always be counted 
on to impart that smoothly finished semi- 
gloss which heretofore has been pecu- 
liar to the highest class of hand ironing 


This hand ironed appearance is achieved 
because of the unique, uniform pressure 
feature of the Unipress, producing speed 
and efficiency... and trim, finely finished 
garments which will be appreciated 
by every hospital laundry. Wherever 
Unipress has been installed, it has saved 
materially on the pressing of nurses uni- 
forms, internes’ coats, surgeons smocks 

etc. Send for positive proof of 

fi’ these statements. 


THE UNIPRESS COMPANY, Inc. 
MINNEAPOLIS, MINNESOTA 
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Biography 
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lodeikon 





The story of cholecystography—its history, de- 
velopment and perfection, and the part played by 
Iodeikon (tetraiodphenolphthalein) in 


Gall Bladder 
Diagnosis 
is told in this new booklet in clear, concise manner, 


through a review of literature. 


Complete technique for both intravenous and 
oral administration of Iodeikon for gall bladder 


diagnosis is included. 


Return this Coupon 


MALLINCKRODT CHEMICAL WORKS, 
Med. Dept. 66, 

Second and Mallinckrodt Sts., 

St. Louis, Mo. 


Please send me a complimentary copy of “The Biography of 


Todeikon.” 
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Street 
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Regardless of what your lighting problems may be 
we invite you to consult us. The services of our engi- 
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us your plans for complete lighting equipment lay- 
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“In our determination to give our private pavilion 
patients coffee to satisfy the most exacting taste— 
we have found Stewart's Coffee, made and served 
the Silex way, provides flavor, aroma and appetite 
appeal that has brought most favorable comment, 
and never a criticism or complaint. We use Stew- 


art's Coffee, exclusively.” 
Charles A. Wordell, Manager, 
St. Luke’s Hospital, Chicago. 


Stewart’s Coffee 


is good coffee 


Stewart & Ashby Coffee Co., 843-845 W. Washington Blvd. 


Chicago, Illinois 
All *phones Haymarket 7181 
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are so important that it is illegal to remove, change 
or tamper with them. 

If a cylinder is found to be out of order, no at- 
tempt should be made to repair it, but the distribut- 
ing station from which it was received should be 
notified and the serial number and the extent of 
the trouble stated. Sometimes the user may think 
that the cylinder valve is defective because of a 
hissing sound of escaping oxygen heard after the 
valve has been opened. This leakage is often 
stopped by fully opening the valve which closes the 
leak by compressing a shoulder on the valve stem 
against the upper gasket. Therefore although oxy- 
gen cylinder valves should be opened very slowly, 
they should be turned until a stop is reached. 

Cylinders are carefully inspected at the charging 
plants before being shipped; they should be care- 
fully handled and never dropped or thrown about 
or used as rollers. 

Every cylinder must be plainly marked with the 
name of the gas it contains and therefore too much 
reliance should not be placed on the color of the 
cylinder. The user should look at the marking and 
consider the color as of secondary importance. 
Cloth covers for cylinders are liable to hide the 
identity of the gas and should not be used. 

Under no condition should cylinders be refilled 
with any other gas or with oxygen by anyone other 
than the owner of the cylinder. 































Storing Cylinders 





In storing cylinders, full and empty cylinders 
should be segregated if possible, indoors and away 
from other materials, especially oils, grease and 
flammable gases. Cylinders should be kept capped 
as they are received, with the protecting cap in 
place, until needed, so that no oil or grease may get 
into the valve outlet, because any oil subjected to 
full cylinder pressure may burn with great local 
intensity and may destroy a regulator. 

Pressure in oxygen cylinders increases with ris- 
ing temperatures and therefore cylinders should 
be stored in a place that will not be subjected to 
unusually high temperatures, such as alongside of 
a steam pipe. Otherwise, the increase in pressure 
may cause the safety device on cylinders to func- 
tion, permitting a loss of oxygen. 

Cylinders should be used in the order of their 
receipt and the valves should be tightly closed be- 
fore the regulator is removed, even from an empty 
cylinder. It is important to have these valves closed 
when cylinders are returned to the plant for re- 
charging even though the cylinders are empty. An 
oxygen cylinder should never be used without a 
suitable reducing valve or regulator which is used 
to control the flow since cylinder valves should be 
wide open when in use. 

Oxygen regulators, reducing valves or other ap- 
pliances must never be interchanged with similar 
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won't hurt 
this | 
Window Shade 


UDDEN STORM, beating rain,—some windows in a 

large building are always forgotten in the general 
scurry to close windows. And their shades get rain swept. 
Rain makes a streaked, soiled ruin of the average shade. 
But not so with ““Tontine Shade.” It is waterproof—and 
blandly impervious to rain spots. 





Tontine Shades are washable, too. When in the natural 
course of events they get soiled, just have them scrubbed. 
That fact alone will save you hundreds of dollars in 
replacement costs. 

It’s the way they’re made—they’re impregnated with 
pyroxylin, the same basic substance used in the famous 
Duco finishes. It makes Tontine Shades washable. It also 
gives them their beautiful smooth finish, and makes them 
extra durable. They don’t streak, fray, or pinhole. They 
keep their color. You can depend on them for years and 
years of service. 

That’s why hundreds of buildings the country over 
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schools, hospitals, apartments, hotels, office buildings 
and all such—are equipped with Tontine Shades. They 
stand up under hard usage. And they can be washed. 
For complete window shade satisfaction have your 
TONTINE shades mounted on TONTINE Rollers. 
We'll be glad to send you swatches of Tontine Shades. 
Your name on the coupon below will bring them to you 
by return mail. 


WESLEY HOSPITAL 
Wichita, Kansas 





This hospital was erected 
in 1926 and equipped with 
Tontine Washable Shades throughout. They are still there—veterans 
that have withstood rain and sun, wind and dust. And they are good 
for years and years more. When soiled, they are just taken down, 


scrubbed clean and put up again. 






E. I. DU PONT DE NEMOURS @& CO., INC, 
Desk M.H. 6, Newburgh, N. Y. 


Please send me samples of Tontine Washable Win- 
dow Shades and complete information about them. 


Name 





Address 








Canadian subscribers address: Canadian Industries 
Limited, Fabrikoid Division, New Toronto, Ont., Can. 
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The story of the friendship of St. Clara and St. Francis is 
one of almost inconceivable beauty. 

History was made that midnight when Clara secretly slipped 
from her father's house with its wealth and comforts to 
join Francis and his group where she embraced vows of 
poverty, charity and chastity and exchanged her bridal 
garments for the brown robe of the beggar. 

Seventeen at the time, fired with the ardor of youth, she 
threw herself whole-heartedly into a work which, through 
her own example and the Order of Poor Clares who 
followed her, left its mark on Nursing for centuries after. 


WILL ROSS, INC., WHOLESALE HOSPITAL SUPPLIES 


779-783 North Water Street Milwaukee, Wisconsin 
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equipment for other gases. The oxygen regulators 
generally supplied with anesthesia equipment have 
fixed discharge pressures, but for therapeutic use 
an adjusting screw with a handle is provided for 
varying the outlet pressure or rate of discharge, 
Pressure gauges are also provided on the regula- 
tors for therapeutic use to indicate the amount of 
pressure or oxygen left in the cylinder at any time. 

Some doctors prefer to use a liquid flow meter in 
addition to the regulator, whereby the issuing gas 
is led into the bottom of a glass container partly 
filled with liquid and allowed to bubble up through 
the liquid into the tent, treatment room or other 
apparatus. This gives visual indication of the rate 
of flow of the oxygen. 

It is practical and quite usual to administer oxy- 
gen from an individual cylinder, but when a large 
quantity of oxygen is to be used at a permanent 
location, considerable handling expense can be 
avoided if a number of cylinders are manifolded at 
a suitable location on the ground level and the oxy- 
gen piped to the point of use. This arrangement 
gives an adequate and continuous supply of oxygen 
with a minimum amount of labor expense. An ap- 
proved manifold made especially for oxygen service 
and equipped with a pressure regulator should be 
used. The piping from the manifold to the point of 
use may be made of copper. 


Setting Up and Attaching Cylinders 


Now let us consider the proper motions for set- 
ting up and attaching a high pressure oxygen cyl- 
inder with a regulator and putting it into use. First 
of all, the cylinder should stand vertically, pref- 
erably near a wall where it will not readily be 
tipped over, and if possible a chain or strap or a 
rope should be arranged to keep it from being 
pulled over by accident. Long lines of hose or elec- 
tric wires or other things over which the attend- 
ants may trip should be avoided. It is often more 
practical and simple to carry hose and wires over- 
head to avoid tripping. The iron protecting cap 
over the cylinder is then removed and the valve on 
the oxygen cylinder is opened very slightly to clear 
out the passage and is then closed again. This is 
called “cracking”’ the valve and the operator should 
not stand in front of the valve opening. If the valve 
is difficult to turn, suitable fitted wrenches are sup- 
plied to assist in this operation. Then the seat on 
the cylinder valve should be inspected and if it is 
dirty it should be wiped off with a clean cloth en- 
tirely free from oil or grease. The same should be 
done to the seat on the regulator. The regulator is 
then attached to the cylinder valve by the union 
nut which is tightened with the aid of the wrench 
provided for that purpose. 

At this point and before going further the oper- 
ator should make sure that the adjusting screw of 
the regulator is backed off until it is free, so that 
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PLEASE DON’T CHEER 


Loud Enough to Disturb the Patients 

When You Read the News! Imagine 

an Operating Gown or a White Duck 
Suit That Cannot Shrink! 





Would your doctors care 
for an operating gown or 
suit that will fit as free 
and easy the day it is 
worn out as it did the day 
it came from the factory? 


Well— 





has them! 


“‘ Sanforized - Shrunk”’ 
GOWNS and SUITS 
Just like the NEITZEL 

« Sanforized - Shrunk”’ 

NURSES’ UNIFORMS 





that you have been hear- 
ing so much about. 





And you'll hear plenty about these new 
gowns—people can’t help being enthusiastic, 


after they’ve tried them. 


Oh Yes! — and Maids’ Uniforms, Aprons, 
Head-Bands, in white or colored Indian Head. 
Mighty smart and they are ‘“Sanforized- 
Shrunk” also. 





Send for Swatches of 
SANFORIZED MATERIALS! 


Doctors’ Gown No. 309 is made of Neitzel 
“Sanforized-Shrunk” bleached sheeting (extra 
heavy quality). 


NEIVZEL 


NEITZEL MFG. CO. INC. WATE 
SPECIALISTS IN 
Nurses’ APPAREL AND HospiTAL GARMENTS 
ORIGINATORS OF “S ANFORIZED-SHRUNK” UNIFORMS 
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Cast in genuine bronze; statuary finish 


ENDOWMENTS 


m Enduring Bronze are 


Permanently Recorded 
for All Time 


A bronze memorial tablet is a courteous and 
graceful acknowledgment of a generous gift. 
It is sound business policy as well, exerting 
a potent influence in encouraging further 
endowments from other possible donors. 


Gorham Tablets in 
Brass and Bronze 


represent the best that skilled craftsmanship 
can produce. Their cost is moderate, and the 
many hospitals that use them find them 
thoroughly suited to their purpose. 


TheGorham service bureau will give prompt 
attention to your request for designs, sug- 
gestions and estimates. Address— 


The Gorham Company 


Bronze Dept. M 
576 Fifth Avenue New York City 


Address Gorham Hospital Division for in- 
formation on silverware for hospital use. 





Engraved brass; enamel filled inscription 


=)— IN MEMORY OF 


CHESTER INGERSOLL WARREN ‘03 
ROGER WOLCOTT HITCHCOCK ‘10 
SIDNEY TOWNSEND COLE ’14 
ELBERT CURTISS BAKER ‘15 


eG 





) GEORGE BRYAN EVANS JR '15 
—s * WALCOTT BROWN HASTINGS 7°15 

¢ =. == HORACE WYMAN 2nd ’16 
= ,JOHN COOPER THOMAS '18 
“= WILLIAM MUIR. RUSSEL '18 
ALBERT AUGUSTUS PORTER ’19 
MEMBERS OF THE OF THE KAPPA ALPHA SOCIETY 


CORNELL CHAPTER 
WHO GAVE THEIR LIVES IN SERVICE IN THE WORLD WAR 
THESE ROOMS (511 AND 512) WERE GIVEN BY FRANK HARRIS HISCOCK ‘75 
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FROM ONE DOCTOR TO ANOTHER}! 

















“FOR EVERY NEED 
WHERE HEAT IS INDICATED 
ZOALITE SERVES ME WELL” 


You will find that Zoalite’s deeply penetrating heat aids 
nature in restoring normal circulation—in destroying 
infection—by increasing the capacity of the capillaries 
by fully 20%. 

Hyperemia induced by Zoalite’s Infra-red rays causes 
relaxation of tissues, especially of the muscles, and re- 
sults in prompt relief of pain and congestion in the 
area treated. Write for proofs of Zoalite advantages. 


PHYSICAL 
THERAPY 
EQUIPMENT 


THE BURDICK CORPORATION 
Dept. 110, Milton, Wis. 
























TO HELP 
MAKE 
BETTER 
COFFEE 


That is our obligation to users of Continental. 
To this end we provide them with thoroughly 
tested and approved “Rules for Making Good 
Coffee.” 


Order 10, 20 or 30 pounds. Use 10 per | 
cent according to rules. If not satisfied, return | | 
the balance and you will owe us nothing. 


IMPORTERS ’ ROASTERS 
“The Coffee with the Delicious Aroma” 


371-375 W. Ontario St. Chicago, IIl. | 
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there is no pressure on the diaphragm of the regu- 
lator. This should be done before the oxygen valve 
is opened. When it is certain that there is no pres- 
sure on the diaphragm, the oxygen cylinder valve 
should be opened very slowly, after which it should 
be turned until it reaches the fully open stop. If 
this is done properly, the cylinder pressure will be 
indicated on the high pressure gauge and the low 
pressure gauge or flow meter will register zero. 

Then, to apply the oxygen in service, turn the 
adjusting screw of the regulator inward until the 
desired flow is reached. A water flow meter such 
as has been described can easily be installed, with 
a small needle type shut-off valve on the outlet side 
of the ordinary type of welding regulator. If it is 
desired to reduce the outlet pressure or the flow of 
oxygen, this can be done by backing off the regu- 
lator screw to the desired point, but the regulator 
screw should not be backed off unless oxygen is 
flowing through the regulator or unless there is no 
pressure on the outlet side. Before the regulator is 
removed from the cylinder, the cylinder valve 
should be tightly closed. 

Oxygen purity is important but of late years has 
occasioned no worry. The U. S. Pharmacopeia re- 
quires an oxygen content of 98 per cent but prac- 
tically all oxygen on the market from standard pro- 
ducers considerably exceeds this and there is no 
difficulty in procuring oxygen of 99.5 per cent pur- 
ity with a variation of not more than one-tenth of 
1 per cent from this figure. Oxygen purity is read- 
ily tested by any of the standard methods, but no 
phosphorus compounds should be used in oxygen 
analysis. The ordinary testing apparatus, using 
copper wire or gauze and a solution of ammonium 
chloride is satisfactory and quite rapid. 


Face Masks Used for Short Treatments 


For emergency use, face masks have been used 
for short administrations of oxygen therapy. All 
that is needed is a cylinder of oxygen, a pressure 
regulator, a breathing tube and the inhaler, to- 
gether with some form of automatic valve for con- 
trolling the admission of air. Many physicians be- 
lieve that when suitable tents or oxygen rooms are 
not available and the treatment must extend over 
a reasonable period, it is preferable to use the nasal 
catheter, rather than the mask. This is used either 
single or double. The equipment required is a cy]- 
inder of oxygen, a regulator, usually calibrated in 
liters per minute, a wash bottle attachment to hu- 
midify the oxygen which can also be used as a flow 
indicator and a length of rubber tubing, to which 
the catheter is attached. A “Y” connection is used 
to supply a double catheter, although a single 
catheter may be used. Oxygen is usually supplied 
at the rate of two to five liters per minute, depend- 
ing upon the concentration desired. 

Next we come to the consideration of oxygen 
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Mr. A. CONVALESCENT, 


expert at making Mountains 


out of Molehills bes 


Now we don’t propose using Pequot Sheets just 


To THE JAUNDICED EYE of the average conva- 
lescent, everything is rougher, lumpier, bitterer, 
noisier and slower than any calm observer would 
believe possible. Molehills are mountains. 
One by one science is leveling the molehills. For 
a long time, however, ove infinitesimal molehill— 
the roughness of sheets and pillow cases—has had 
a solution at hand: Pequot Sheets and pillow cases! 
There 1s a difference—slight, but real 
—in the finish of sheets. It’s a dig differ- 
ence to convalescents. Pequot sheets 
are smoother, softer, more pleasing to 
touch. Your own fingers can detect it. 


THE MOST POPULAR SHEETS 


because they improve convalescent tempers. They 
also wear /onger than others. And this extra wear 
makes a big difference in replacement costs. Pequot 
Sheets actually save money. Almost any hospital 
budget can endure such treatment. Your treasurer 
and your convalescents rejoice together. May we 
send yousamples of Pequot fabric to feel, and direct 
you toa supply house which will arrange 
toeffect thesavings in your linen supply? 
Pequot Mills, Salem, Mass., Parker, 
Wilder & Co., Selling Agents, New 
York, Boston, Chicago, San Francisco. 


AND PILLOW CASES IN AMERICA 






























































Now Available 
Throughout the United States! 





READY PREPARED — READY TO USE 


AnTI-PYREXxoL 


EMOLLIENT 


DRESSING 


*Reg. U.S. Pat. Office 


Standard treatment with hospitals, fire de- 
partments, railroads and public utilities. Used 
by thousands of physicians. 





FORMULA 


ANTI-PYREXOLiscomposed 
of Zinc-Oxide (U.S.P.) Acidi 
Salicylic, Methyl-Salicylate, 
Phenol, antiseptic and essen- 
tial oils with an especially re- 
fined petrolatum base. Sterili- 
zation is accomplished in air- 
tight, steam-jacketed, glass- 
lined tanks under heat of 180° 


Indicated for 


BURNS 


—/fire, electric, 
lime, grease, rope, 
Steam, gas, X-ray 
brine, gasoline, 
acid and oil 


ed conditions of 
the skin and mu- 
cus membrane. 








SCALDS to 200° for 4 hours. 
ULCERS 
WOUNDS 
= PROPERTIES 
CHAFING Antiseptic-Anodyne-Aseptic-Anal- 
BED SORES gesic-Anti-Escharotic - Non-Toxic 
HEMORRHOIDS 
INSECT BITES The aétion of ANTI-PYREXOL 
POISON OAK permits complete absorption 
CARBUNCLES of its essential contents with 
POS ive no contra-indication in phys- 
ae iologic action. It is ANTISEP- 
RASH TICand DEODORIZING and 
andlocalinflam- is not affected by age or clim- 


ate. It spreads easily, does not 
adhere to injured surfaces,and 
may be used safely around the 
face or eyes. 











RECONSTRUCTIVE 
ANTI-PYREXOL stimulates cell-grc wth, thus tend- 
ing to prevent scars; destroys fetor, prevents slough, 
softens crusts, closes clefts in membrane, subdues 
pain in any lesion attendant upon malignant or acute 
disintegration of tissues. 


Send for FREE Trial Supply 


Physicians, surgeons and hospitals will be furnished 
a trial supply upon request. ANTI-PYREXOL is 
packed in 1 Ib., 5 lb., and 10 Ib. containers. Available 
through Surgical Supply Houses or direct from 


KIP CORPORATION, Ltd. 
919 East Pico Blvd. + Los Angeles, Calif. 


ANTI-PYREXOL IS NOT ADVERTISED TO THE LAYMAN 
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tents and rooms. It is obvious that as development 
progresses, designs will change. At present, the 
only generally available published standards for 
such equipment have been formulated by the com- 
mittee on public health relations of the New York 
Academy of Medicine. These standards are laid 
down on a performance basis instead of on specific 
design and construction specifications. They in- 
clude precautions for the comfort of the patient, 
which is believed to be important for the best 
results. 
Capacity and Temperature of Tent 

With reference to oxygen tents, this standard 
includes the following: 

A tent should have a capacity of at least 8 cubic 
feet and the temperature inside should be main- 
tained at or below the temperature of the outer air. 
Some authorities believe that in many cases it is 
necessary to keep the inside temperature below 
70° F., which is not always practicable with some 
forms of construction when the atmospheric tem- 
perature in summer gets up to 95° and 100°. 

The standard recommends that the concentration 
of oxygen should be maintained at 45 per cent plus 
or minus 5 per cent when oxygen is fed at not more 
than 8 liters per minute after the initial charging. 
As oxygen concentrations above 70 per cent are 
considered harmful, it is necessary that the con- 
centration inside the tent be measured at frequent 
intervals while in use. 

Relative to carbon dioxide content, the standard 
states that it should not be more than 1 per cent 
unless specifically desired. As is generally known, 
it is usual to use soda lime for the removal of car- 
bon dioxide, but it has been found recently that 
the rubberized fabric used for the walls of tents 
is easily permeated by carbon dioxide and not by 
oxygen, so that this together with leakage and the 
amount dissolved in the water from the melting ice 
may be sufficient to maintain the concentration 
below the amount just mentioned. 

The relative humidity should be below 50 per 
cent regardless of inside or outside relative hu- 
midity or temperature, taking into consideration 
the fact that the patient in the tent may add as 
much as 1,000 cc. of water to the atmosphere each 
day. 

The standard requires that the tent be serviced 
in such a manner as to provide for at least fifteen 
atmosphere changes per hour, that is, one every 
four minutes. All tents should be provided with 
thermometers and hygrometers, readily visible 
from outside the tent, and they should be equipped 
with apparatus to test the oxygen and the carbon 
dioxide concentration in the tent periodically. 

In regard to sterilization, the standard requires 
that all tents should be sterilized after each use by 
scrubbing inside and outside with soap and water. 
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Steady advancement in products, keeping up with the times, has ever 
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the Fence” after a trial of Midland Hospital Products. To-day the largest 
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Vitreous China Bathroom Ac- 
cessories cemented into the walls 
are sanitary, durable, economical. 
With permanent high fire colors 
they are unusually attractive and 





restful. 
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COMBINATION SOAP 
aes Ane Fairfacts Fixtures are already 


used in hundreds of hospitals, and 
are now being installed in the New 
York Hospital — Cornell Medical 
Our long experience, un- 
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Center. 
surpassed facilities 
tioned reputation are at your serv- 
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After scrubbing, the tent should be dipped in a 
solution of one part in ten thousand of bichloride 
of mercury for five minutes and then, to prevent 
incrustation, it should be washed down with water, 
In hospital practice, the standard presents an alter- 
nate method of dipping the tent in a 70 per cent 
solution of ethyl alcohol. The standard also sug- 
gests exposure of the tent for forty-five minutes to 
formaldehyde, followed by fifteen minutes of ex- 
posure to ammonia vapor. It may be said that the 
effectiveness of the latter methods is questioned 
by some operators. 

The standard recognizes the fire hazard involved 
and all tents should be conspiciously marked, “No 
flames. No sparks. Danger.” 

Oxygen gauges should be tested for accuracy be- 
fore release and conspicuously labeled, “Danger— 
Do not oil.’’ For the window of a tent, only cellu- 
lose acetate or other material of low flammability 
should be employed and cellulose nitrate or cellu- 
loid should be strictly forbidden. 

With regard to testing, the standard recom- 
mends that the basic loss of oxygen of each tent 
should be determined before rental or sale and 
should be stated on an attached tag. The standard 
also states that oxygen should not be misbranded 
so as to suggest that it is other than industrial 
oxygen. 

It is more than likely that each succeeding oxy- 
gen room built will be based on the experience 
gathered from those now in use and that the con- 
struction and convenience of such rooms will mate- 
rially improve with the perfection of design. A 
limiting factor at present is the cost of construc- 
tion of oxygen rooms, but no doubt the architects 
and engineers working on the problem in coopera- 
tion with hospitals and the medical profession, will 
be able to design more economical and effective 
rooms to be built into hospitals. 


Portable Chambers Available 


Attention may be called to the fact that there is 
now available at least one make of portable oxygen 
chamber, which may be conveniently erected in a 
hospital or in a home. The cost, of course, is much 


_less than the present cost of building permanent 


rooms into hospitals that are already completed. 
Nevertheless it is not unreasonable to predict that 
the hospital of the future will provide for a series 
of oxygen rooms in the initial construction, 


' whereby considerable outlay may be avoided. 


In general, care should be taken that emergency 
equipment, such as a tent and its accessories, 
should be used carefully. The amount of combusti- 
ble material present in the enclosure should be the 
minimum. Only water, powder, or other noncom- 
bustible substance should be utilized as a rubbing 
medium. The presence of alcohol in oxygen cham- 
bers or tents should be prohibited. 
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